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Nonunion of Supracondylar Fractures 


cuss the prevention and treatment 

of nonunion of supracondylar frac- 
tures of the femur, a subject which, ac- 
cording to the literature, has been infre- 
quently discussed. In our opinion, for 
certain types of supracondylar fractures, 
early operation with Blade plate fixation is 
most important in order to obtain ade- 
quate reduction and to minimize post- 
operative immobilization of the knee joint 
with the resulting fibrosis. 

Nonunion of a supracondylar fracture 
of the femur is not very common, but 
when it does occur it presents a real prob- 
lem in surgical treatment. We wish to 
present a method that has been tried with 
no failures in a relatively small number 


Tess purpose of this paper is to dis- 
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of cases and should be of service to other 
surgeons faced with a similar problem. 

Historical Background.—Only two ref- 
erences are made in the literature to the 
treatment of fractures of the distal end 
of the femur by Blade plate fixation, one 
by Umanski! in April 1948 and one by Dr. 
Louis Wright? in June of the same year. 
As far as we know, this is the first pub- 
lication of a suggested method of treat- 
ment of nonunion of supracondylar frac- 
ture by the use of a Blade plate and mas- 
sive bone graft according to the technic 
described in this article. 

Pathologic Picture.—Fractures of the 
supracondylar region of the knee joint are 
as a rule of a transverse type but do not 
necessarily follow this pattern. On a num- 
ber of occasions we have seen fresh frac- 
tures of this area with an oblique frac- 
ture line, and frequently associated with a 
dicondylar fracture of either the “T” or 
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the “Y” type. Sometimes there is consider- 
able displacement of one of the condylar 
fragments. This in itself constitutes a real 
test of surgical skill for its adequate re- 
apposition. 

Unless good internal fixation is ob- 
tained, the distal fragment usually pro- 
duces a posterior rotation impossible to 
overcome, in some cases even during open 
reduction, because of the difficulty of 
maintaining immobilization of the distal 
fragment during the operation. All too 
commonly the distal end of the proximal 
fragment protrudes into the quadriceps 
muscle or the quadriceps tendon and can- 
not be released from this tissue by any 
but surgical means. In spite of the fact 
that most textbooks speak at great length 
of rupture of the popliteal artery and 
damage to the anterior and posterior 
tibial nerves, it has been a rare occur- 
rence in our experience. In only 1 case 
does the senior author remember damage 
of the popliteal artery occurring as a di- 
rect result of a supracondylar fracture 
with posterior rotation of the distal frag- 
ment. This experience extends over a pe- 
riod of about twenty years. 

Nonunion in the supracondylar area is 
usually a sclerosing type of nonunion. 
There is an abundance of overgrowth of 
callus on both the medial and the lateral 
aspect of the femur, with incomplete solid- 
ification across the area of the fracture. 
As time goes on, the calcium deposit be- 
comes greater, but for some unknown 
reason true consolidation of the two frac- 
tured fragments never occurs. At opera- 
tion it is not uncommon to find the bone 
so sclerotic that it is difficult to cut with 
a chisel, a saw or a drill, and the bone 
fragments left by the operative interven- 
tion have the appearance of chalk, with- 
out any gross evidence of vascularity. In 
several instances this sclerosing type of 
nonunion has actually obstructed visual- 
ization of the nonunion; in 1 particular 
instance the diagnosis of solid bony union 
was made, only to be proved erroneous 
within a few weeks after the patient be- 
gan weight bearing without protection. 

Prognosis.—Everyone realizes that a 
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fracture of this magnitude in the vicinity 
of the knee joint is bound to result in a 
considerable amount of periarticular fibro- 
sis with limitation of motion, especially 
in flexion. In patients who have been 
treated with the knee bent for a long pe- 
riod there is also the additional serious 
complication of inability of complete ex- 
tension. This constitutes a real disability 
because the man not only has to walk 
poorly but obtains a potential shortening 
of the leg in walking, which results in an 
awkward gait, with a serious lurch of the 
pelvis, and a poor posture. The disability 
following this type of fracture is long- 
lasting, extending usually eight to twelve 
months under the most favorable condi- 
tions. One can safely say that the dis- 
ability certainly lasts longer than that 
associated with a fracture of the neck of 
the femur that terminates successfully 
with solid bony union, or a fracture of 
the shaft of the femur which is uncom- 
plicated. 

Treatment.—It is an axiomatic prin- 
ciple that the sooner the fracture is re- 
duced and placed in anatomic position, the 
less is the reaction of the tissues to the 
trauma and the quicker the healing. 
Therefore it is ideal, circumstances per- 
mitting, that supracondylar fractures be 
reduced anatomically as quickly as pos- 
sible with sufficient internal fixation, so 
that early mobilization of the knee joint 
can be undertaken. By this method the 
period of convalescence will be shortened 
and the resulting loss of knee motion 
minimized. Under the best circumstances 
one must accept a certain amount of loss 
of knee motion. Frequently this amounts 
to 30 to 60 degrees of motion which is 
never regained. 

Postoperatively, whether in a case of 
fresh fracture or a case of long-standing 
nonunion, physical therapy should be in- 
stituted as soon as there is enough evi- 
dence of callus formation to assure one 
that the fragments will not become dis- 
placed. At first it is done passively by 
the patient with a Pearson attachment; 
later it is done passively by the physio- 
therapist, and finally it is done actively 





VOL. XVII, NO. 1 SCUDERI AND IPPOLITO: FEMORAL NONUNION 





FEMORIS M. 





VASTUS 
LATERALIS 
MUSCLE 
RETRACTED | RECTUS 
FEMORIS 
MUSCLE 
y ; RETRACTED 
SKIN 
INCISION 
INCISION semaines 
VASTUS 
INTERMEDIUS M. 


B 


Fig. 1—A, rectus femoris muscle separated from vastus medialis through line of cleavage. B, 
both muscles retracted and incision through vastus intermedius muscle indicated by dotted line. 
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Fig. 2.—Anterior (A) and lateral (B) views of the insertion of bone graft. 
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Fig. 3.—A, application of Blade plate to permit early mobiliation of knee joint and insure against 
fracture of graft. B, diagram showing relation of graft to Blade plate. 


by the patient. This requires a great deal 
of cooperation between the patient and the 
physiotherapist, and only by intelligent 
cooperation and a thorough understanding 
of the problem can one hope to attain 
the optimal end result. 

The operative procedure through the 
soft tissues is identical in “fresh” and 
“old” cases. It has been our experience 
that the best method of approaching this 
area is through an anterolateral incision 
about 6 to 8 inches (15.2 to 20.3 cm.) in 
length, depending on the _ underlying 
pathologic condition. The lateral margin 
of the rectus femoris is carefully isolated 
and it is separated from the vastus later- 
alis through the line of cleavage (Fig. 1). 
This brings one down to the vastus 
intermedius, which in this area is not very 
vascular. The fibers are cut and all the 
bleeding carefully controlled. We prefer 
to do this type of operation under an 
elastic or a pneumatic constrictor, so that 
the field is bloodless. The operation can 


then proceed much more speedily, and 
there is minimal loss of blood, which de- 
creases the possibility of postoperative 
shock. 

The incision may have to be extended 
down to the lateral margin of the patella. 
One need not fear entering the knee joint 
if necessary. Adequate exposure is imper- 
ative for successful reduction. A  sub- 
periosteal dissection brings the femoral 
fragments into view, and by retraction all 
the important structures in the popliteal 
area are kept away from the operative 
field. It is necessary to be able to visualize 
not only the lateral but the anterior aspect 
of the femur in the area of the fracture. 
This can be successfully done by drawing 
the patella and rectus femoris muscle 
medially. Careful reapposition of the bone 
is obtained. We have found it advantage- 
ous to use the Blade plate in an adequate 
size so that the blade portion can pene- 
trate through the external condyle into 
the medial condyle of the femur and give 
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good fixation. The right-angle portion of 
the Blade plate, with the holes for screw 
insertion, is then carefully bent to con- 
form with the femur, after which the 
screws are inserted for firm immobiliza- 
tion of the proximal fragment. In a fresh 
fracture this can be achieved without too 
much difficulty and without too extensive 
dissection or curettage of the injured 
bone. 

If there are some defects in the area 
because of comminution, it has been our 
experience that osteogenesis is helped con- 
siderably if one takes a mass of osteo- 
periosteal grafts from the shaft of the 
femur and carefully packs them into the 
defective area. The closure of the muscle 
layers and fascia is done with No. 000 
chromic catgut, and black silk is used for 
skin closure. The wound is covered with 
sterile dressings, and then a moderate 
compression bandage is applied. We use 
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fluffed gauze or mechanic’s waste with 
a superimposed elastic bandage of the Ace 
or Tensor type. This minimizes postoper- 
ative oozing and prevents postoperative 
edema, which occurs if moderate pressure 
is not exerted. In all cases the member is 
placed in Buck’s extension with 5 to 10 
pounds (2.3 to 4.5 Kg.) of weight, or, if 
the skin has been poor in the area of 
the calf, a Steinman pin is_ inserted 
through either the tibial tuberosity or 
the os calcis. Postoperative immobilization 
in traction is necessary until evidence of 
callus formation appears, which as a rule 
is after about eight weeks. Physical 
therapy can be instituted as soon as there 
is callus formation, so that one need not 
fear loss of the position of the fractures 
and disruption of the early stages of 
union. 

Usually, at the end of about ten to 
twelve weeks, the patient has regained a 


Fig. 4 (J. W., Case 1).—Roentgenograms of supracondylar fracture due to fall (see text). 
5 
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Fig. 5 (J. W., Case 1).—Roentgenograms taken seven months after treatment. 


substantial amount of knee motion with 
the assistance of the physiotherapist and 
the use of the Pearson attachment by the 
patient while he is in bed. An ischial 
weight-bearing caliper is then used for 
about six to seven months from the date 
of operation, until there is no question 
that solid bony union exists, at which time 
the brace is completely discarded. 

In none of the patients treated by early 
operation and Blade fixation did we fail 
to obtain solid bony union. 

Nonunions of the supracondylar area 
present a different problem. The knee 
joint as a rule is very rigid; the patient 
is unable to walk, because of instability, 
and a sclerosing nonunion is usually vis- 
ible on the roentgenogram and at oper- 
ation. The bone ends are avascular, the 


bone is very hard and chalklike in con- 
sistency and all evidence of bone regen- 
eration has completely ceased. In these 
cases it is felt that the patient requires 
not only adequate immobilization but a 
substantial massive bone graft to produce 
solid bony union. The operative approach 
is through the same layers of tissues and 
the same type of incision as has been de- 
scribed for fresh fractures (Fig. 1). A 
massive bone graft is removed from the 
same tibia, usually 6 to 8 inches (15.2 
to 20.3 cm.) in length, depending on the 
area requiring the graft and the extent 
of pathologic change. The bone graft is 
inserted on the anterolateral aspect of the 
femur and the condyles (Fig. 2). It is 
necessary that the rounded surface of the 
femur be flattened so as to take a flat 





Fig. 6 (E. P., Case 2).—A, bilateral fracture of femur treated in Pearson attachment with Buck’s 
extension. B, roentgenograms taken — four = one-half months, showing sufficient callus for 
. reedom of use. 
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Fig. 7 (W. S., Case 3).—Sclerosing nonunion of fracture unsuccessfully treated by open reduc- 
tion (see text). 


graft and obtain the maximum amount of 
contact of bone to bone. If one makes a 
tunnel into the condyles and sharpens the 
end of the graft, the massive graft can be 
driven into the femoral condyles and in- 
serted under direct vision until it just 
reaches the articulation of the femur. The 
farther distally the graft can be inserted, 
the better is the fixation of the graft and 
the better the chances of a good solid 
union. When the graft is inserted in this 
slot, fixation of the massive graft is neces- 
sary only by screws on the proximal frag- 
ment. The distal fragment is completely 
surrounded by cancellous bone, which 
heals rapidly, holds the cortical bone graft 
from the tibia firmly and requires no 
further fixation. In order to permit early 


mobilization of the knee joint and to as- 
sure against a fracture of the graft, a 
Blade plate is placed on the lateral aspect 
of the femur (Fig. 3). This has to be bent 
to conform with the contours of the 
femoral condyle and the lateral aspect of 
the femoral curvature. Fixation is then 
obtained by the use of two, three or four 
screws into the handle of the Blade plate. 

The closure is the same as for a fresh 
fracture, as is the treatment. It is most 
important, however, in the presence of an 
old nonunion that mobilization be started 
as early as feasible, because there already 
exists a considerable amount of periar- 
ticular fibrosis and one does not wish to al- 
low more to accumulate. Bedside physical 
therapy is very important even while the 





Fig. 8 (C. B., Case 4).—A, fracture sustained in automobile accident. B, condition nearly two 
years later. 
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patient is in traction, especially therapy in 
the form of quadriceps setting exercises. 

In our cases the usual period from in- 
sertion of the bone graft until the patient 
can walk without the assistance of a brace 
is seven to nine months. 


REPORT OF CASES 


CASE 1 (J. W., aged 65).—The patient was 
injured on Oct. 15, 1950, when he fell down 
a flight of stairs and sustained a supracon- 
dylar fracture with posterior displacement of 
the distal fragment. This patient was treated 
with a tibial pin for traction with 15 pounds 
(6.8 Kg.) of weight. Efforts were made to 
obtain reduction by use of slings, without 
success (Fig. 4). 

On November 2 the patient was operated 
on, and a Blade plate was inserted and the 
patient treated in traction. After about two 
weeks it was necessary to remove the Stein- 
man pin because of a low grade infection 
around one side of the pin. The patient was 
then placed in Buck’s extension with 10 
pounds (4.5 Kg.) of weight. This was one 
of the fresh fractures treated by Blade plate 
fixation with what we consider adequate re- 
duction. The patient was able to bear unpro- 
tected weight at the end of seven months 
(Fig. 5). 

CASE 2 (E. P., aged 45).—The patient was 
struck by a truck on Dec. 23, 1950, and had 
a bilateral fracture of the femur (Fig. 6A). 
The right femur was fractured in the lower 
third and was treated by the use of a plate 
with screws; the left femur, which had a 
dicondylar fracture, was treated by the use 
of a Blade plate with adequate reduction. 
Operation was performed on December 28. 
The patient was placed in a Pearson attach- 
ment bilaterally, with Buck’s extension. Suf- 
ficient callus for freedom of use was present 
in the supracondylar fracture at the end of 
four and one-half months (Fig. 6B). The 
fracture of the lower third of the femur 
went on to nonunion subsequently, requiring 
a bone graft and six additional months be- 
fore weight bearing could be permitted. 

CASE 8 (W. S., aged 53).—This was one of 
our early cases, in which the patient was 
treated unsuccessfully by open reduction and 
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insertion of the screw to hold the dicondylar 
fractures together and the use of a Steinman 
pin through the tibial tuberosity for longi- 
tudinal pull and a Kirschner wire transversely 
through the shaft of the femur to maintain 
adequate reduction at the fracture site. The 
patient was injured in an automobile accident 
on Sept. 13, 1947. He was moved to Chicago, 
where operation was performed on October 21. 
The patient was treated in a spica cast for 
six months, without successful union. It was 
recommended that a bone graft be applied to 
the area, to which, up to the time of writing, 
the patient has refused to consent. He was 
last seen in September 1950, with a sclerosing 
nonunion and walking with the aid of two 
crutches and on some occasions a crutch and 
a cane (Fig. 7). This patient has only 20 de- 
grees of knee motion. In our opinion, about 
5 degrees of this motion actually comes from 
the site of nonunion. 

CASE 4 (C. B., aged 54).—The patient, a 
woman, was injured in September 1948 as 
a result of an automobile accident in Cali- 
fornia and came under our care in December 
1949 (Fig. 8A). Conservative management 
was instituted because physical therapy was 
desired in order to increase the muscle tone 
and see what range of motion could be ob- 
tained prior to operation. On Feb. 23, 1950, 
an iliac bone grafting operation was per- 
formed in order to fill the defect at the supra- 
condylar area, which did not appear to have 
a complete union, and in June 1950 unlimited 
weight bearing was permitted on this ex- 
tremity (Fig. 8B). The patient had con- 
siderable pain and discomfort in the foot 
because of the atrophy of the bones, the weak- 
ness of the muscles and the equinous position 
she had acquired during the two-year period 
since the accident, however, when last seen, 
in January 1951, she was walking quite well 
with the aid of a cane, was regaining con- 
fidence and muscle power in her knee and at 
the time of her most recent examination had 
25 degrees of knee motion. There was solid 
bony union at the site of fracture. 

CASE 5 (G. D., aged 43).—On July 11, 1950, 
the patient, a man, slipped off a ladder at 
work and sustained a supracondylar fracture 
of the right femur, which was treated un- 
successfully by an open reduction. Malunion 
resulted (Fig. 9A). The patient came under 





Fig. 9 (G. D., Case 5).—A, malunion of supracondylar fracture treated elsewhere by open re- 
duction. B, roentgenogram taken three and one-half months after treatment by authors’ method 
(see text). 
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Fig. 11 (M. D., Case 7).—Supracondylar fracture of right femur in a man aged 49. 


our care in December 1950, and on December 
28 the protruding spur of the femur from 
the distal end of the proximal fragment, 
which protruded into the quadriceps tendon, 
was removed. The bone was smoothed down 
to allow the patella unobstructed excursion, 
and it was found necessary to pack a large 
number of bone chips into the cavity on the 
medial and lateral aspect of the supracondylar 
area, where union was incomplete. Postoper- 
atively the man was placed in traction and re- 
ceived physiotherapy. Three and one-half 
months later he was able to walk without any 
form of external support (Fig. 9B). The ulti- 
mate range of motion was 55 degrees. 

CASE 6 (R. L., aged 42).—The patient usus- 
tained a compound fracture of the supra- 
condylar area of the femur on Dec. 4, 1949. 
This was debrided and treated by the use of 
antibiotics and Kirschner wires, one of which 
was placed through the tibial tuberosity for 
longitudinal pull and one through the proxi- 


mal fragment to correct the tendency toward 
posterior angulation (Fig. 10A). After six 
months of conservative management it was 
observed that nonunion existed, and on June 
6, 1950, the patient was operated on. A 
massive bone graft was removed from the 
tibia and inserted across the area of non- 
union, and a Blade plate was inserted for 
additional support and protection. The pa- 
tient was placed in skeletal traction for 
thirteen weeks, after which he was permitted 
to be up and about on a walking caliper (Fig. 
10B). He was able to get around without 
any form of external support after seven ad- 
ditional months. 

CASE 7 (M. D., aged 49).—On Dec. 20, 
1949, the patient fell on a sidewalk and sus- 
tained a supracondylar fracture of the right 
femur. He was placed in skeletal traction, 
with a pin through the tibial tubercle, and 
was later treated in a cast. At the end of 
eighty days, careful examination of the frac- 





Fig. 10 (R. L., Case 6).—A, compound supracondylar fracture of femur. 
taken thirteen weeks after bone graft operation. 
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B, roentgenograms 
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ture revealed nonunion (Fig. 11). On May 4, 
1950, this patient was operated on. A massive 
bone graft was removed from his tibia and 
inserted across the fracture site into the 
condyles of the femur. A Blade plate was ap- 
plied. At the end of nine weeks the patient 
was permitted to be up and about on a brace 
with the use of crutches. The patient was 
able to get around with unprotected weight 
bearing at the end of five and one-half months 
(Fig. 12). 

CASE 8 (C. K., aged 35).—On March 29, 
1947, the patient, a woman, was involved in 
an automobile accident and sustained mul- 
tiple injuries, including a marked cere- 
bral concussion. At the end of seven weeks 
this patient was referred to the office for care. 
An open reduction was performed of the 
supracondylar fracture of the femur, three 
screws being used for internal fixation, one 
screw 34% inches (8.8 cm.) in length and two 
screws 2 inches (5 cm.) in length. The pa- 
tient was treated postoperatively in traction 
followed by a spica cast. She wore the cast 
for six months after her discharge, obtain- 
ing what appeared to be a good union. She 
used crutches and a walking caliper. 

On Oct. 27, 1949, it was observed that the 
site of fracture was gradually bending and 
that evidence of a sclerosing nonunion was 
becoming more and more apparent (Fig. 
138A). The patient was somewhat reluctant 
to undergo further surgical treatment. On 
March 28, 1950, however, a massive bone 
graft was removed from the same tibia and a 
Blade plate inserted for additional fixation. 
Four months later the patient was permitted 
to be up and about on crutches with a caliper. 
There was solid bony union seven months 
later, at which time she was permitted to bear 
weight without any protection (Fig. 13B). 


CONCLUSIONS 


In our opinion, the treatment of supra- 
condylar fractures with displacement that 
cannot be adequately reduced early re- 
quire firm internal fixation for prevention 
of nonunion. Early intervention with firm 
fixation makes possible early mobilization 
of the knee, with the minimal amount of 
postoperative adhesions and restriction of 
motions. 
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Fig. 12 (M. D., Case 7).—Condition of fracture 
in Fig. 11 nine weeks after bone grafting (see 
text). 


SUMMARY 


1. The authors present 2 typical cases 
of fresh supracondylar fracture treated 
successfully by the method here de- 
scribed. 

2. With supracondylar fractures that 
heal by malunion or insufficient bone 
formation, it is important that the de- 
formity be rounded off so as not to in- 
terfere with the patella or extension 
mechanism of the quadriceps tendon, and 
that a graft be inserted in the areas where 
there is insufficient bone formation to 
constitute a good solid union. 

3. In all cases of nonunions it is impor- 
tant that a massive bone graft be inserted 
deep into the condyle of the femur for 
firm fixation along the shaft with addi- 
tional reinforcement by a Blade plate to 





Fig. 13 (C. K., Case 8).—Supracondylar fracture of femor due to motor accident. Patient, a 
woman, had multiple injuries (see text). A, condition after open reduction, indicating sclerosing 
nonunion. B, condition seen seven months after bone grafting procedure (see text). 
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insure firm fixation and maximum pro- 
tection against fracturing of the graft. 
Knee motion can be started earlier under 
this regime, and the maximum amount 
of function is thereby preserved. 

4. The method presented is not tech- 
nically too difficult, and authors’ experi- 
ence and results have been most favor- 
able. There has been no failure to gain 
union in the cases here presented. 

5. In the treatment of fresh fractures, 
the Blade plate fixation definitely shortens 
the period of convalescence and acts as an 
excellent preventive of nonunion. 


CONCLUSIONI 


In casi di fratture sovracondiloidee del 
femore con spostamento dei frammenti 
che non possano essere precocemente 
ridotte in modo soddisfacente, una loro 
solida immobilizzazione cruenta é di 
grande importanza ai fini della preven- 
zione della pseudoartrosi. L’intervento 
precoce e la solida fissazione rendono pos- 
sibile la mobilizzazione precoce del gin- 
occhio col minimo di aderenze post-opera- 
torie e di riduzione della mobilita. 

Gli AA. presentano 2 casi tipici di frat- 
ture sovracondiloidee recenti curate con 
tale metodo in cui il risultato fu favore- 
vole. 

Quando poi una frattura sovracondi- 
loidea guarisce con un callo osseo in- 
sufficiente o mal consolidato, é della mas- 
sima importanza che il cerchiaggio venga 
eseguito in modo da non interferire con 
la patella o con il tendine del quadricipite, 
come pure che il trapianto venga inne- 
stato nella zona dove il callo osseo é in- 
sufficiente per permettere una buona e 
solida saldatura. 

In ogni caso di pseudoartrosi é im- 
portante, ai fini di una solida immobiliz- 
zazione lungo |’asse, che un grosso trapi- 
anto osseo venga innestato profonda- 
mente nei condili femorali, aggiungendo 
una placca di Blade per assicurare una 
sicura contenzione e un massimo di pro- 
tezione contro una frattura del trapianto. 
Con tale procedimento la mobilizzazione 
del ginocchio pud essere iniziata molto 
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precocemente cosicché la funzionalita 
viene conservata al pili alto grado. 

Il metodo descritto non é tecnicamente 
troppo difficile e l’esperienza degli AA. é 
stata coronata da successo; infatti, nei 
casi riferiti in questo lavoro, non vi sono 
state consolidazioni mancate. 

Nelle fratture recenti, la placca di 


Blade abbrevie nettamente il periodo di 
convalescenza ed agisce come un eccellente 
profilattico della pseudoartrosi. 


CONCLUSIONS 


Dans les cas de fractures supracondyli- 
ennes avec déplacement qui ne peut étre 
réduit précocement, une fixation interne 
ferme est importante pour prévenir la 
non-union. L’intervention précoce et une 
fixation ferme rendent possible la mobili- 
sation précoce du genou avec la quantité 
minima d’adhérences post-opératoires et 
limitation du mouvement. 

Les auteurs présentent 2 cas typiques 
de fractures “froides” supra-condyliennes 
traités par cette méthode. Dans les 2 cas, 
le résultat fut un succés. 

Quand une fracture supra-condylienne 
guérit avec mauvaise union ou insuffisance 
de formation osseuse, il est important que 
la déformation soit aplanie pour ne pas 
nuire a la rotule ou au mécanisme d’ex- 
tension du tendon du quadriceps ou qu’une 
greffe soit insérée ot il y a manque de 
tissu osseux pour permettre une union 
compléte et solide. 

Dans tous les cas de non-union il est 
important qu’une greffe osseuse massive 
soit insérée profondément dans le condyle 
du fémur avec ferme fixation dans la 
diaphyse avec réenforcement additionel 
par l’usage d’une plaque “Blade” pour 
assurer la fixation solide et protection 
maxima contre la fracture de la greffe. 
Les mouvements du genou peuvent étre 
commencés plus tot sous ce regime et 
ainsi on sauve plus de fonction. 

Cette méthode n’est pas techniquement 
trop difficile et selon l’expérience des 
auteurs donne des résultats trés favorables. 
Il n’y a pas eu de cas ou !’on a raté la 
réunion solide. 
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Employée dans les fractures froides, la 
fixation par plaque “Blade” raccourcit 
positivement la période de convalescence 
et agit préventivement c ontre les pseudo- 
arthroses. 

CONCLUSIONES 


En casos de fractura supracondilea con 
desplazamiento que no pueda ser reducida 
adecuadamente con oportunidad, es im- 
portante la fijacion interna firme en pre- 
vencioén de que unién no tenga lugar. La 
intervencién y fijacién firme hace posible 
la movilizacién temprana de la rodilla con 
el minimo de adherencias postoperatorias 
y restriccién de movimientos. 

Se presentan dos casos tipicos de 
fractura supracondilea reciente tratada 
con este método. En ambos casos el re- 
sultado fué satisfactorio. 

Cuando una fractura_ supracondilea 
cura con mala union o formacién 6sea in- 
suficiente, es importante que la deformi- 
dad sea redondeada, de modo que no 
interfiera la rétula o el mecanismo de 
extensi6n del tend6én del cuadrriceps, in- 
sertando un injerto en el area en donde es 
insuficiente la formacioén 6sea para per- 
mitir una buena y solida union. 

En todos los casos en que no haya unién 
es importante insertar un injerto 6éseo 
masivo profundamente dentro del céndilo 
femoral, para fijar firmemente el tallo, 
con reforzamiento adicional con una placa 
de Blade para asegurar la fijacién firme- 
mente, con protecci6n maxima contra la 
fractura del injerto. El] movimiento de la 
rodilla puede iniciarse més temprano con 
este régimen y preservar en consecuencia 
la funcion al maximo. 

El método que se presenta no es técnica- 
mente demasiado dificil y la experienca 
de los autores ha sido muy favorable. No 
ha habido fracasos para lograr la unién 
en los casos presentados en este articulo. 

Cuando se emplea para fracturas reci- 
entes, la fijacién con placa de Blade acorta 
definitivamente el periodo de convalecen- 
cia y obra como un excelente preventivo 
de la falta de union. 


SCUDERI AND IPPOLITO: FEMORAL NONUNION 
CONCLUSOES 


Em casos de fratura supracondilar com 
deslocamento que nao pode ser reduzido 
precoce e adequadamente, fixacao interna 
firme é importante na prevencao de au- 
sencia de uniao. Intervencao precéce e 
fixacéo firme tornam possivel a mobili- 
zacao precédce do joelho com minima 
quantidade de adesdes pos-operatorias e 
restricao de movimentos. 

Os autores apresentam 2 casos tipicos 
de fratura supracondilar recente tratados 
por este metodo. Em ambos os casos 0 re- 
sultado foi satisfatorio. 

Quando uma fratura_ supra-condilar 
resulta em mal-uniao ou_ insuficiente 
formacao ossea é importante que a de- 
formidade seja arredondada de médo a nao 
interferir com a rotula ou com o mecan- 
ismo de extensdo do tendéo do quadriceps 
e que um enxérto seja inserido nas areas 
onde ha formagéo de osso insuficiente para 
permitir uma boa e solida uniao. 

Em todos os casos de nao uniao é im- 
portante que um enxérto osseo macisso 
seja aplicado profundamente dentro do 
condilo do femur para firme fixacao ao 
longo do eixo, com adicional ref6rco de 
lamina de aco para assegurar firme fixacao 
com protecao maxima contra fratura do 
enxérto. A movimentacéo do joelho péde 
ser iniciada precocemente sob essas con- 
digdes e€ em consequencia preservar a 
maxima quantidade de funcao. 

O metodo apresentado nao é tecnica- 
mente muito dificil e a experiencia dos 
autéres tem sido a mais favoravel. Nao 
tem havido fracasso para conseguir uniao 
nos casos apresentados neste artigo. 
Quando usada para fraturas recentes a 
fixacaéo por lamina de ago definitivamente 
encurta o periodo de convalescenca e age 
como excelente preventivo de nao uniao. 


ZUSAM MENFASSUNG 


In Faellen von suprakondylaeren Ober- 
schenkelbruechen, in denen die Fragment- 
verschiebung nicht fruehzeitig ausge- 
glichen werden kann, ist eine feste innere 
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Fixierung zur Verhuetung von Heilungs- 
versagern wichtig. Ein fruehzeitiges 
Eingreifen und feste Fixierung ermoeg- 
lichen fruehe Bewegung des Knies mit 
einem Mindestmass von postoperativen 
Verwachsungen und Bewegungsbehinder- 
ungen. 

Die Verfasser stellen zwei typische mit 
dieser Methode behandelte Faelle von 
frischen suprakondylaeren Bruechen vor. 
In beiden Faellen war das Ergebnis er- 
folgreich. 

Wenn ein suprakondylaerer Bruch mit 
schlechter Vereinigung der Fragmente 
oder unzureichender Knochenbildung heilt, 
ist es wichtig, die Deformierung abzurun- 
den, damit keine Stoerung der Kniescheibe 
oder des Streckmechanismus der Qua- 
drizepssehne eintritt; es ist ferner wich- 
tig, dass ein Knochenspan in die Stellen, 
wo unzureichende Knochenbildung vor- 
liegt, eingepflanzt wird, um eine gute 
solide Vereinigung zu ermoeglichen. 

In allen Faellen von fehlender Knochen- 
vereinigung ist es wichtig, einen massiven 
Knochenspan tief in den Oberschenkel- 
hoecker einzupflanzen, um eine _ feste 
Fixierung in der Richtung des Schaftes 
zu erreichen; darueber hinaus soll eine 
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Verstaerkung mit Hilfe einer gewinkelten 
Metallplatte angelegt werden, um neben 
der soliden Fixierung die bestmoegliche 
Vorbeugung eines Bruches des Knochen- 
spans zu erzielen. Mit diesem Verfahren 
kann die Bewegung des Knies fruehzeiti- 
ger begonnen und somit die Erhaltung 
einer maximalen Funktion gesichert wer- 
den. Die angegebene Methode ist tech- 
nisch nicht zu schwierig und die Verfasser 
haben mit ihr aeusserst guenstige Er- 
fahrungen gemacht. In den in der vor- 
liegenden Arbeit dargestellten Faellen 
sind Heilungsversager nicht vorgekom- 


men. 
In Faellen von frischen Bruechen ver- 
kuerzt die Fixierung mit Hilfe der gewin- 
kelten Metallplatte sicherlich die Zeit der 
Rekonvaleszenz; gleichzeitig dient sie als 
ausgezeichnetes Vorbeugungmittel einer 
nichtknoechernen Vereinigung. 
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Bursitis and Myofascitis 


Treatment by Local Injections of Cortisone: a Preliminary Report 


EGMONT J. ORBACH, M.D., F.I.C:S. 
NEW BRITAIN, CONNECTICUT 


tions of cortone®* was investigated 

in various types of rheumatic in- 
volvement, ulcerative lesions and derma- 
tologic conditions. 

The study was prompted by the report 
of Koff and his associates! on injections 
of cortisone in cases of iritis. Seventy- 
nine cases were investigated in the period 
between December 1950 and September 
1951. 

It became evident during this study 
that bursitis and myofascitis could be 
managed successfully by local cortone in- 
filtrations. These two groups are de- 
scribed in this paper. 

From the physiopathologic standpoint, 
cortisone suppresses inflammatory reac- 
tions. Taubenhaus and Amromin? and 
also Conn* observed that cortisone has an 
inhibiting effect on fibroblasts and col- 
lagen formation. Carlisle and his co- 
workers! have photographically recorded 
the depressant action of the compound 
on connective, lymphatic, granulation and 
bone tissue. Inhibition of the Koch phe- 
nomenon and of the tuberculin reaction 
by this drug, as demonstrated by these 
investigators, is notable. 

In the present series, local injections 
of cortone were given four to fourteen 
days apart to a total of 55 patients with 
the following conditions: bursitis, calci- 
fying tendinitis and myofascitis. 

It was felt that to obtain optimum local 
effects the affected tissues should be in- 
filtrated with a large volume of material, 
and for this reason the standard suspen- 
sion of cortone was diluted in all but a 
few cases. Because of the possibility of 


Tt clinical response to local injec- 


*Cortisone is manufactured under the trade-mark name 
Cortone by Merck & Co., Inc., Rahway, J. 
Submitted for publication og 8, 1951. 


pain on infiltration, a weak solution of 
procaine hydrochloride was used as the 
diluent. The strength of the solution was 
not permitted to exceed 0.25 per cent (in 
order to keep therapeutic effects from the 
procaine to the minimum). Diluting the 
suspension did not impede the action of 
the cortone. Instead, by permitting de- 
creased doses, it prevented occurrence of 
such side effects as sodium retention, 
hypertension, hyperglycemia, hypopotas- 
semia, and the Cushing syndrome, which 
may follow systemic administration. 

The following technic was used: 12.5 
to 100 mg. of cortone suspension was 
diluted with 1 to 20 cc. of a 0.125 to 0.25 
per cent solution of procaine hydrochlo- 
ride. The material was injected locally 
into the region of greatest pain by means 
of a 22-gauge needle 2 to 4 inches (5 to 
10 cm.) long. The area involved was in- 
filtrated thoroughly by partial withdrawal 
of the needle and redirection of its course 
as often as necessary during an injection. 

Representative cases from each group 
are reported in the body of this paper. 
The tables contain pertinent data noted 
in all cases studied. 

In the treatment of the pain syndrome 
the evaluation of results is often difficult, 
because objective evidence on which to 
base a conclusion frequently is absent. In 
cases of acute bursitis with limitation of 
motion, an increase in active and passive 
mobility of the shoulder after treatment 
can be considered an indication of im- 
provement. However, in cases of chronic 
bursitis or myofascitis without restric- 
tion of motion, pain is the only indicative 
symptom and the subjective response of 
the patient the only criterion of improve- 
ment. In the following section, patients 
showing sustained early or dramatic re- 
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mission of symptoms have been classi- 
fied as “improved”, while “fair”? denotes 
the results in those whose improvement 
either was partial or failed to exceed that 
obtained previously with other therapeu- 
tic measures. The results in patients not 
responding to cortisone therapy have been 
classified as “poor”. 

1. Bursitis and Calcifying Tendinitis. 
—Twenty-one patients, 13 women and 8 
men ranging in age from 30 to 70 years, 
were treated in this group. In 1 patient 
the retrocalcaneal bursa was involved; in 
14, the subacromial; in 1, the popliteal; 
in 3, the trochanteric; in 1, the radial, 
and in 1, the ischiogluteal. The number 
of injections varied from one in 9 cases, 
two in 5, three in 1, and four in 4, to six 
in 2. Initially, cortone was infiltrated in 
small amounts ranging from 12.5 to 25 
mg., but as the study progressed it was 
found that relief could be obtained more 
promptly with doses of 25 to 100 mg. 
Good results were observed in 12 patients 
and partial improvement in 6. Three did 
not respond to therapy. 

The time required to obtain improve- 
ment varied from one day to three months. 
Patients with subacromial bursitis were 
instructed to keep the arm in abduction 
and to practice shoulder exercises. 

CASE 1.—Mrs. F. B., aged 49, for four years 
had had intermittent attacks of excruciating 
pain in the right hip, radiating toward the 
knee. One year prior to admission, in a severe 
attack lasting two weeks, physiotherapy and 
four procaine infiltrations had been required 
to relieve the pain. Roentgen examination at 
the onset of the reported recurrence revealed 
calcification above the trochanter. Temporary 
relief from pain was produced by roentgen 
therapy, during which a total of 806r was di- 
rected over the calcification. Two weeks later 
the patient was confined to bed because of the 
severity of the pain in the right hip. Cortone 
therapy was instituted, 50 mg. in 20 cc. of 
0.125 per cent procaine hydrochloride being 
injected into and around the _ trochanteric 
bursa. The next morning the patient was free 
from pain, but there was some soreness at the 
site of injection. The procedure was repeated 
every fourth and fifth day with 50, 75 and 
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finally 100 mg. of cortone. Postinjection sore- 
ness resulted from the last injection but was 
followed by complete relief of pain. 

CASE 2.—Mr. A. C., aged 30, had severe 
intermittent pain in the left hip for three 
years. When examined after two days of 
severe pain, the lower left extremity was kept 
in adduction, with the body drawn toward the 
affected hip. The area over the left trochanter 
was swollen and extremely tender, and the 
cutaneous temperature in this region was in- 
creased. Walking was extremely painful, and 
the patient limped. Cortone, 12.5 mg. in 20 ce. 
of 0.125 per cent procaine hydrochloride was 
cautiously infiltrated into the painful area. A 
needle 4 inches (10 cm.) long was used to 
permit an inferior approach. Mild postinjec- 
tion soreness appeared a few hours later, but 
dramatic relief occurred the next day. The 
patient could walk without limping and with 
full motion of the left hip. Although it was 
not necessary, a second infiltration was per- 
formed that day at his request. 

CASE 3.—Mrs. E. F., aged 59, had pain in 
the right shoulder for four months, increasing 
in severity until it became acute four days 
before treatment. The area below the right 
acromion was swollen and extremely painful 
on palpation; the cutaneous temperature was 
1 degree (C.) higher than on the left side. 
Shoulder muscle spasticity limited active ele- 
vation of the arm to 150 degrees. The right 
subacrominal bursa was infiltrated with 25 mg. 
of cortone in 10 cc. of 0.125 per cent procaine 
hydrochloride, but no relief was obtained. 
Three days later the procedure was repeated 
with 50 mg. of cortone in 10 cc. of 0.25 per 
cent procaine hydrochloride, but again there 
was no improvement. During the following 
week roentgen examination revealed a small 
calcification at the greater tubercle, and 100 
mg. of cortone in 10 cc. of 0.25 per cent pro- 
caine hydrochloride was infiltrated into and 
around the subacromial bursa. Satisfactory 
relief was obtained four days later. When the 
final infiltration with 100 mg. of cortone was 
given, full range of motion was present in the 
shoulder. 

The shoulder again became painful six 
weeks later, but motion was not restricted. 
As the patient preferred not to have local in- 
jections repeated at that time, roentgen ther- 
apy was given, with good results. Shoulder 
pain recurred in two months and cortone in- 
filtrations were reinstituted. In this case cor- 
tone therapy was effective in the acute phase 
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Fig. 1.—Right subdeltoid bursitis with frozen 

shoulder. Condition before injection of 50 mg. of 

cortisone in 10 cc. of 0.25 per cent procaine 
hydrochloride. 


of the bursitis but not in the chronic stage. 

CASE 4.—Mr. W. G., aged 60, had severe 
pain in the left arm and hand. The tempera- 
ture was 100 F. The patient appeared ill. The 
left hand was edematous, and the patient could 
not dress himself. The area of the greater 
tuberosity of the left shoulder was swollen, 
and roentgen examination revealed a soft 
shadow in this area. Cortone, 100 mg. in 10 cc. 
of 0.125 per cent procaine hydrochloride, was 
infiltrated into and around the subacromial 
bursa. The patient was instructed to keep the 
hand elevated and to do shoulder exercises. 
For twenty-four hours after the injection he 
was unable to move the shoulder joint because 
of increased soreness. This was followed first 
by diminished pain and then a “cracking” 
sensation in the shoulder, after which he could 
move the joint without difficulty. On the next 
day there was stiffness but no pain in the 
shoulder, and the patient was able to dress 
himself without assistance. Active and passive 
motion of the shoulder was normal. The edema 
of the hand had completely disappeared. 

CASE 5.—The case of Mrs. S. K., aged 40, is 
reported because cortone proved ineffective 
and therapeutic results were obtained by sys- 
temic administration of antibiotics. This pa- 
tient complained of severe pain in the right 
heel of eight weeks’ duration. The soft tissue 
on either side of the achilles tendon was swol- 
len and tender, and the deltoid ligament was 
painful on palpation. Urethrocervical smears 
gave negative results for gonococci. Roentgen 
examination revealed no pathologic change. 
Cortone, 12.5 mg. in 10 ce. of 0.25 per cent 
procaine hydrochloride, was injected into the 
area anterior to the achilles tendon on two 
occasions, without relief. Antibiotic therapy 
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Fig. 2.—Patient clinically cured of right sub- 
deltoid bursitis after local injection of 50 mg. of 
cortisone into painful area. 


was effective at a later stage. 

CASE 6.—Mrs. S. P., aged 58, had severe 
immobilizing pain in the right shoulder for 
two weeks. Cortone, 50 mg. in 10 cc. of 0.25 
per cent procaine hydrochloride, was injected 
into the area of greatest pain. Four days 
later the patient was completely pain-free and 
could move the shoulder joint freely. Only 
slight postinjection soreness was present. 

CASE 7.—Mr. S. K., aged 59, had acute sub- 
acromial bursitis of one week’s duration. The 
arm was completely immobile in the shoulder 
joint. Cortone, 50 mg. in 10 cc. of 0.25 per 
cent procaine hydrochloride, was injected into 
the acutely inflamed area. The patient was 
instructed to elevate the arm gradually and 
to practice shoulder exercises. Forty-eight 
hours later he presented himself fully re- 
covered, without pain and with full range of 
motion. There was no postinjection soreness. 

CASE 8.—Mrs. B. T., aged 47, showed the 
same clinical picture as was observed in Case 
7. She received the same dose of cortone and 
was fully relieved after seventy-two hours. 
No postinjection soreness was reported. 

CASE 9.—Mrs. S. C., aged 57, complained 
of severe pain in her leg, which could not be 
moved actively. The condition had persisted 
for two weeks. The area of the right tro- 
chanter appeared swollen and tender, and the 
cutaneous temperature was elevated. Cortone, 
50 mg. in 10 cc. of 0.25 per cent procaine 
hydrochloride, was injected into the painful 
and inflamed area. On account of the severe 
pain, 100 mg. of demerol was given. The pa- 
tient reported complete relief after five days. 

2. Myofascitis—This group consists 
of 34 cases. The patients were 24 women 
and 10 men ranging in age from 21 to 
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TABLE 1.—Bursitis Treated with Local Cortone Injection 
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| Cor- 


| Type of Bursitis and | 
\Age Degree of 
Involvement 


Case 


Dosage 


| Pro- | 


caine 


tone, | tion, 


Mg. | 0.125 | 


Solu- | 


Region 
Infiltrated 


Duration of 
Condition 
No. 





Before After 
|Therapy 


of 
Injec- |Therapy 
tions | 


Results 








1 
(Mrs. F. B.) | 50 | lrochanteric; acute 
| 


About trochanter | 


major muscle 





| | 
About trochanter | 


\major muscle 


| 
2  |2 months|4+ weeks 
1 | 


1 





Improved 


1 |2 days ‘1 day 
1 | 


| 
| 
| 


| Improved 





3 
E. F.) 


59 |Subacromial; acute 
iflareup 


(Mire. 


| 
‘Subacromial 
| 


| 
| | 


4 months|2 weeks | Fair 





4 | 
(Mr. W. G.) | 60 |Subacromial; b. temp. 
/100 F.; immobile 
shoulder; edema of 
\hand; acute 


Subacromial 


| 


| 


‘s | Improved 





40 | Retrocalcaneal; 


chronic 


kK.) 


Retrocalcaneal; 
injections 





6 | 
(Mrs. 8. P.) | 58 |Subdeltoid; immobile | 
shoulder; acute 


Subdeltoid 


| 
|2 weeks 


Poor; relieved by 
antibiotic ther- 
apy 


| 
4 days err 





‘ | 
(Mr. 8. K.) 


Subacromial; immobile} 
shoulder; acute 


Subacromial 


Improved 











Subacromial; immobile 
shoulder; acute 


Subacromial 


> weeks |3 days 


Improved 





9 
(Mrs. 8. C.) Trochanteric; acute 


| 57 


Trochanteric area 


Improved 





10 | 
(Mrs. M. G.) | 41 |Subacromial; acute 


Subacromial 


Improved 





1 | 
(Mr. J. 1.) | 49 |Popliteal; chronic 


Popliteal space 


2 weeks 


Fair 





— ce Se 
(Mrs. F. G.) 





Subacromial 


2 years (3 months 


Fair 





13 


(Mr. E. 58 |Radial; chronic 


Around radial 
head 





2 months 








14 
(Mr. H. D.) 


1 tacoma chronic 
I 





|\Subacromial 








Improved 
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TABLE 1. (Cont’d)—Bursitis Treated with Local Cortone Injection 


ORBACH: BURSITIS AND MYOFASCITIS 








| Type of Bursitis and | 
Age Degree of 
Involvement 


Case 


15 
(Mr. S. M.) 60 een 


Greater tuberosity 4 
lof humerus 2 


Duration of 

Region No. Condition 

Infiltrated of 
Injec-| Before After 

tions Therapy Therapy 





Results 


+ months 2 months Fair 





16 | 
(Mrs. A. T.) | 41 |Subacromial; calcifi- f 


cation, chronic | 
| 


\Subacromial 


2 years (3 weeks Fair 
off and 


on 





17 
(Mrs. P. R.) Subacromial; calcifi- 2: 
cation é | 








|Subacromial 


' 
3 years (3 weeks Fair 





18 
(Mrs. C. M.) | 16 |Subacromial; chronic 


'Painf ul area 
greater tuberosity | 





19 Ischiogluteal; sub- | 


(Mrs. H. 8S.) acute; diabetes 


|Painful area 
los ischii 





20 
(Mrs. H. A.) Subacromial; acute 


Greater tuberosity; 


2 {jl week (2 days |Improved 





21 
(Mr. Z. B.) 


Subacromial; immobile} £ | 
shoulder; acute; | 
edema of hand | 

















82 years, with myofascitis involving such 
muscles as the metatarsal, gluteal, sacro- 
spinal, latissimus dorsi, trapezius, rhom- 
boid and subscapular, the lumbodorsal 
fascia and the iliotibial tract. The num- 
ber of injections varied from one in 12 
patients, two in 10, three in 3, four in 5, 
five in 2 and six in 1, to ten in 1. Pain 
was present for one to sixteen weeks be- 
fore treatment. Seventeen patients re- 
coverd completely in from one to fifty-six 
days, and fair results were obtained in 
9 cases. Therapeutic response was poor 
in 8 patients; in 2 of these osteoporosis 
and a herniated disc were discovered to 
be the underlying causes of the symptoms. 

In 3 patients small hard nodules could 
be felt near the sacroiliac joints, and pal- 
pation elicited considerable pain. As the 


Greater tuberosity! 1 


Improved 


4days (1 day 


tentative diagnosis of herniated fat could 
not be verified without resort to oper- 
ation or biopsy, these conditions were 
classified as fibrositis. Within four to four- 
teen hours after injection several patients 
experienced accentuation of pain, which 
was followed in turn by dramatic relief. 

Acute fascitis and myositis responded 
more readily to therapy than did the 
chronic forms of these conditions. 

CASE 1.—Mrs. F. C., aged 48, had pain in 
the gluteal region of two months’ duration. 
Examination revealed pain radiating along the 
course of the sciatic nerve, with exquisite 
tenderness over the gluteal muscle, and of the 
fascia in the region of the sacroiliac joint; 
indurated nodules could be palpated through 
a thick pad of fat. A diagnosis of acute lumbo- 
dorsal fascitis was made. One injection of 
cortone, 25 mg. in 20 cc. of 0.25 per cent 
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procaine hydrochloride, was infiltrated around 
the sacroiliac joint. This was followed by sore- 
ness at the site of injection for two days, but 
within four days the patient was completely 
free of pain. 

There were four subsequent attacks of the 
pain, which appeared sporadically in the fol- 
lowing months. On each recurrence the pa- 
tient received cortone, 75 mg. in 20 cc. of 0.25 
per cent procaine hydrochloride. The thera- 
peutic response was good. 

CASE 2.—Mrs. E. R., aged 74, had pain in 
the region of the iliotibial tract of two 
months’ duration, with four days’ confine- 
ment to bed. Cortone, 25 mg. in 10 ce. of 0.25 
per cent procaine hydrochloride, was infil- 
trated into the area of greatest pain. This 
was followed the next day by aggravation of 
the pain and then by complete relief. 

CASE 3.—Mr. A. B., aged 73, weighed 230 
pounds (104.3 Kg.). Fibrositis of the lumbar 
fascia of ten weeks’ duration was present. 
This patient had received procaine hydrochlo- 
ride infiltrations for six weeks without relief, 
and the pain was further aggravated by an in- 
fection of the respiratory tract. One week, 
after infiltration of 25 mg. of cortone in 10 cc. 
of 0.125 per cent procaine hydrochloride into 
the lumbar fascia, the patient stated that he 
had less discomfort than at any time since the 
onset of the fibrositis. The fact that the en- 
tire area involved was not infiltrated with 
cortone explains why relief was only partial. 
After two more cortone infiltrations into the 
lumbodorsal fascia, complete remission was 
obtained in three weeks. 

CASE 4.—Mr. J. P., aged 63, had acute myo- 
sitis of the trapezius muscle of four weeks’ 
duration, as well as diabetes of long standing. 
Two injections of cortone, 25 mg. in 5 cc. and 
then in 10 cc. of 0.25 per cent procaine hydro- 
chloride, produced complete relief in two 
weeks. There was no sugar in the urine on 
either occasion. 


RESULTS AND COMMENT 


Cortone diluted in 0.125 to 0.25 per 
cent procaine hydrochloride was _ infil- 
trated directly into the affected tissues 
in 55 cases of bursitis and myofascitis. 
The injections were given at intervals of 
four to fourteen days in doses ranging 
from 12.5 to 100 mg. of the hormone. 

Of 21 patients with bursitis 57.2 per 
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cent improved; in 28.5 per cent the results 
were fair and in 14.3 per cent poor. 

Of 34 patients with myofascitis 50 per 
cent showed improvement, 26.5 per cent 
obtained some relief, and 23.5 per cent 
did not respond to therapy. 

The acute and subacute conditions re- 
sponded well to therapy, the chronic ones 
poorly. This confirms the experimental 
conclusions of Dougherty,® who studied 
the local action of cortisone on inflamed 
tissue, analyzing the reactions on adren- 
alectomized mice. He stated that cortisone 
inhibits inflammation “through an anti- 
phlogistic action sui generis”, and he sug- 
gested that “this antiphlogistic action of 
cortisone accounts for the capacity of this 
hormone to minimize the consequences of 
a wide variety of unrelated inflammation 
producing stimuli.” 

Twelve of 13 patients with acute bur- 
sitis were improved (92.3 per cent), 
whereas there was not one instance of 
satisfactory improvement in a series of 
8 cases of chronic bursitis (Table 3). 

Seventeen of 21 patients with acute 
myofascitis were benefited (80.9 per 
cent), and again there was no remark- 
able improvement in 13 cases of chronic 
myofascitis (Table 4). 

It appears that sudden suppression of 
the acute inflammatory process by locally 
injected cortone abolishes abnormal in- 
flammatory stimuli, which have led to re- 
flectoric muscle spasm and abnormal 
sympathetic activity in the sense of 
DeNo’s internuntial pool theory.‘ There- 
fore, it is easily understood why acute 
conditions responded well to the cortone 
therapy, whereas chronic conditions, with 
their long-standing reflector spasms and 
sympathetic dystrophies, did not show 
satisfactory improvement. 

In the present series, which covered 
other cases of rheumatic involvement not 
described in this paper, the rapidity of 
action of locally injected cortone on 
acute inflammation of the tissue was 
demonstrated in 2 cases of acutely ex- 
acerbated rheumatoid arthritis of the 
wrist. The acute processes were controlled 
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TABLE 2.—Myofascitis Treated with Local Cortone Injection 








Area and 
Degree of 
Involvement 





Cor- | Solu- 
tone, | tion, 
| 


Mg. | 0.125 


Region 
Infiltrated 





No. 
of 


njec- Therapy ‘Therapy 


Duration of 
Condition 





| Before | After 


Results 


ions | 





1 
(Mrs. F. C.) 


48 


ambodore fascia; 
jacute; recurrent 
‘(herniated fat?) 


|Below and above | 


iposterior superior | 
iliac spine 


1 


2 months} 1 month | Siete ed 





| 
= 
= 
} 
| 


2 
(Mrs. E. R.) 


| 74 


lliotibial tract; 
jacute 





| 
‘Lateral aspect 


| 
| 
‘Improved 


1 month |2 weeks 








= 
= 
| 
| 
| 
| 
| 


(Mrs. K. 8S.) 


6 
(Mrs. L. L.) 


| # 


46 


298 


Lumbodorsal fascia; 


—_ recurrent 


Above 


iliac spine 


thigh, upper third | 


posterior superior | 





Trapezius muscle; 
acute; diabetes 





Painful trapezius 
area 
| 


'10 weeks |3 weeks Improved 


| 





4 months|2 weeks Improved 





|Lumbodorsal fascia; 
panente 


Above posterior 
superior iliac 
spine 





| 
| | | 
|2 months|2 months} Fair 
| 


| 





| 
se trunci 


| Paravertebral 
(dorsal spine) 


|4 months|3 weeks |Fair 








7 
(Mrs. C. B.) 


82 


Sacrospinal and 
trapezius muscles; 
acute; recurrent 


Between both 


iliac spines; 


trapezius region 


posterior superior | 


2 weeks |2 weeks |Fair 





8 
(Mrs. J. K.) 


7 |Subscapular muscle 


and fascia; chronic 








Subscapular 
muscle 


16 weeks |4 weeks 


| 
| 
| 





9 
(Mrs. E. 2.) 





Erector trunci; 


spondylitis 


chronic; hypertrophy ; 


Paravertebral; 
region dorsal 
spine 


4 months 








10 
(Mr. O. F.) 


Subscapular muscle 
and fascia; chronic 


Subscapular 
muscle and fascia 


4 weeks 








1 
(Mrs. L. M.) 


Gluteal fascia (herni- 
ated fat?); subacute 


Painful gluteal 
fascia 


| 
| 
| 
| 
| 


2 weeks [Improved 





° weeks 
| 
| 





12 


(Mrs. M. J.) 





Trapezius muscle; 
acute 








Painful area of 
trapezius 





| 
} 
|1 week 1 week Improved 


| 





25 
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TABLE 2. (Cont’d)—Myofascitis Treated with Local Cortone Injection 


Area and 
Degree of 
Involvement 








Dosage 





Cor- 
tone, 
Mg. 








Pro- 
caine 
Solu- 

tion, 
0.125 


to 
0.25%, 
Ce. 


Region 
Infiltrated 





No. 
of 


Injec- |Therapy 


tions 


Duration of 
Condition 





| Before | After 
|Therapy 
| 
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Results 





13 
(Mrs. E. 8S.) | 64 |Trapezius splenius 
/muscle; acute 
|(torticollis) 


25 


10 





| 
{Painful neck area 


|2 weeks |1 week 


Improved 





4 | | 
(Mrs. H. C.) | 59 |Trapezius muscle; 
acute 


beteoneene 


| 
| 
| 
| 


2 weeks |5 days 


Improved 





15 


(Mrs. 8. B.) 58 |Lumbosacral muscle 


| 


Above and medial | 
lof posterior 
lsuperior iliac 
|spine 





16 | 
(Mr. W. G.) | 63 |Lumbodorsal fascia; 
ichronic 


'Around superior 
‘posterior iliac 


|spine 


| | 
|4 months|1 month 


be 
| | 





2 months|4 weeks 





17 
(Mrs. K. 8.) | 62 |Lumbodorsal fascia; 


| osteoporosis; chronic 





| 
Above iliac crest 


3 months) 





18 
(Mrs. S. K.) 


| 

| 51 |Gluteal muscles; 

‘chronic (ruptured 
disc?) 





Gluteal fascia 


| 


|2 months) 





19 | 
(Mrs. M. F.) | 53 |Gluteus medius 
muscle; acute 


| 
Painful gluteal 
muscle 


3 weeks |1 week 


Improved 





47 |Gluteal muscles; acute 
\(herniated fat?) 


Gluteal muscle 
and fascia 


3 months|/4 weeks 


Improved 





9] 
(Mrs. A. F.) | 56 |Sacrospinal muscle; 


Between both 
posterior superior 
iliac spines 


1 week 


Improved 








99 
(Miss M. D.) | 21 |Latissimus dorsi; 
acute 








Latissimus muscle 
at junction with 
fascia lumbodors- 
olis 


13 weeks |1 week 


Improved 





: 
51 |Lumbodorsal fascia; 
acute 





Lumbodorsal 
fascia iliac crest 





24 | 

(Mr. R. G.) | 38 |Sacrospinal and 
gluteal muscles; acute; 
lrecurrent (ruptured 
\disc’) 


Above and below 
iliac crest near 
posterior superior 
spine 




















26 
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TABLE 2. (Cont’d)—Myofascitis Treated with Local Cortone Injection 





| | 
Dosage 





Pro- 
caine 
Solu- 
tion, Region No. 
0.125 Infiltrated of Before | After 
to Injec-| Therapy |Therapy 

0.25%, tions 
c. | 


Duration of 


Degree of 
Condition 


Involvement 


Age 





| 
| Area and 


Results 




















20 Lumbar fascia 


|Lumbar fascia; 
| 20 jabove iliac crest 


chronic (ruptured 
disc’) 








|Fair 


51 wom ngaamead muscle; 
chronic 


| 
4 months/3 weeks 


| 
| 
Subscapular apece, 





| 

| 73 |Lumbodorsal fascia; 
‘chronic (ruptured 
\dise” ) 


Lumbodorsal 
\fascia near iliac 
lcrest 


3 weeks | 


LG) 


RT 4 
| 


Pectoralis major 
muscle (tender 
area) 


Pectoralis major 
muscle; acute 


28 
(Mrs. A. 8S.) 








ar a 


(Mrs. S. ge Improved 


Above posterior 
superior iliac 


spine 


Lumbodorsal fascia; 
acute 





Interorseal 4 weeks 


space II 


30 
(Mrs. S. F.) Metatarsalgia; Improved 
interorseal muscles; 


subacute 








31 


(Mrs. M. D.) Latissimus dorsi; Lumbar triangle Improved 


jacute 





4 weeks (3 days 





Lumbodorsal fascia; Above iliac crest 


chronic 


32 
(Mrs. M. K.) 











| | | 
41 |Trapezius muscle; Painful trapezius | l week (Improved 
lacute area 


33 
(Mrs. A. F.) 














| | | 
| 
| Improved 


34 


(Mr. F. 8.) Painful area of | 1 {1 week 5 days 


\tract 


64 |Iliotibial tract; acute 75 | 20 








calcium deposits until several months 


later.” 


within a few days by 2 injections in 1 pa- 
tient and 1 injection in a second. 


Calcium deposits did not disappear in 
the short time of observation, although 
the patients appeared clinically cured. 
Similar observations were made by A. 
Gibson and his co-workers,® who reported 
the effects of orally administered cortone 
on acute bursitis, stating that “the roent- 
genograms may not show clearance of 


Diluting the cortone did not impede its 
therapeutic activity. Soreness appearing 
at the site of injection within two to 
twenty-four hours was not a cause for 
complaint in the majority of patients, 
most of whom felt that relief from severe 
pain more than compensated for the tem- 
porary discomfort of the local reaction. 
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TABLE 3.—Clinical Effect of Local Cortone Injections on Acute and Chronic Bursitis 


Improved 12 cases 
Fair 

Poor 

Total: 13 cases 


Chronic 
Improved 
Fair 
Poor 
Total: 8 cases 


TABLE 4.—Clinical Effect of Local Cortone Injections on Acute and Chronic Myofascitis 


Improved 

Fair 

Poor 

Total: 21 cases 

In evaluating results, it is reasonable 
to conclude that cortone was the effective 
agent, as the dilution of procaine was par- 
ticularly weak, and procaine alone prev- 
iously had proved ineffectual in several 
of these patients. 

Repeated blood pressure readings and 
urine sugar determinations during treat- 
ment revealed no rise in pressure, even in 
hypertensive patients, and no change in 
the status of 1 controlled diabetic patient. 


SUMMARY 


In 21 cases of bursitis and 34 cases of 


myofascitis, local injections of a diluted 
cortone suspension were given four to 


fourteen days apart. Fifty-seven and 
two-tenths per cent of the patients with 
bursitis and 50 per cent of those with 
myofascitis were improved. The acute 
conditions responded excellently, the 
chronic ones poorly. Ninety-two and three- 
tenths per cent of the patients with acute 
bursitis and 80.9 per cent of those with 
acute myofascitis were markedly bene- 
fited. Early active motion was encouraged 
in order to prevent muscle spasm and ab- 
normal sympathetic reflex activity. 

Addendum.—After completion of this 
study Merck & Co. released a new corti- 
coid “Hydro-Cortone ®” (Kendall’s Com- 
pound F) for intra-articular injection. 
Hollander and his associates® noted a 
marked antiphlogistic action at the tissue 
level in cases of rheumatoid arthritis, 
osteoarthritis and bursitis. The writer 
does not have any experience with this 
new member of the corticoid group. 


Author’s Note: The material used in this study was fur- 
nished through the courtesy of Dr. Augustus Gibson, Execu- 
tive Medical Director, Medical Division, Merck & Co., Inc., 
Rahway, N. J 


28 


Chronic 


Improved 0 cases 


Fair 
Poor 
Total: 13 cases 


SUMARIO 


Em 21 casos de bursite e 34 casos de 
myofascite, injecdes locais de Cortone 
diluida em suspensaéo foram dadas. As 
injecdes foram dadas de 4 a 14 dias, 
separadamente. Cincoenta e sete e dois 
decimos por cento de pacientes com bursite 
e 50 por cento daqueles com myofascite 
obtiveram melhora. Os estados agudos 
responderam excelentemente, os cronicos 
com pouca melhéra. Noventa e dois e tres 
decimos por cento dos pacientes com 
bursite aguda e 80.9 por cento daqueles 
com myofascite aguda foram notavel- 
mente beneficiados. Movimentacao ativa 
precéce foi encorajada de médo a evitar 
espasmo muscular e atividade simpatica 
reflexa. 

RESUME 


Dans 21 cas de bursite et 34 cas de 
“myotascite,”’ des injections locales d’une 
suspension diluée de Cortone furent don- 
nées a intervalles de 4 a 14 jours. 

57.2% des bursites et 50% des myo- 
tascites montrérent du progrés. Les cas 
aigus réspondet d’ue facon excellente au 
traitement, les cas chroniques pauvrement. 
92.3% des bursites aigues et 80.9% des 
“myotascites” profitérent de ce traitement 
d’une facon remarquable. Les mouve- 
ments précoces sont conseillés pour préve- 
nir les spasmes musculaires et |’activité 
sympathique réflexe. 


RESUMEN 


En 21 casos de bursitis y 34 casos de 
miofascitis se administraron inyecciones 
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locales de una suspension diluida de Cor- 
tone. Estas se aplicaron con cuatro a 
catorce dias de intervalo. Hubo mejoria 
en el 57.2 por ciento de los pacientes con 
bursitis y en el 50 por ciento de aquellos 
con miofascitis. Los estados agudos re- 
spondieron excelentemente, los crénicos 
escasamente. Se _ beneficiaron notable- 
mente el 92.3 por ciento de los pacientes 
con bursitis aguda y el 80.9 por ciento de 
aquellos con miofascitis aguda. Se estimu- 
laron tempranamente los movimientos 
activos para prevenir espasmos muscu- 
lares y actividad simpatica refleja. 


ZUSAM MENFASSUNG 


In 21 Faellen von Schleimbeutelentzuen- 
dung und 34 Faellen von Muskelfaszien- 
entzuendung wurden oertliche Einsprit- 
zungen einer verduennten Cortonsuspen- 
sion verabreicht. Die Spritzen wurden in 
Abstaenden von 4 bis 14 Tagen gemacht. 
57,2% der Kranken mit Schleimbeutelent- 
zuendung und 50% derjenigen mit Mus- 
kelfaszienentzuendung wurden gebessert. 
Die akuten Zustaende reagierten ausge- 
zeichnet, die chronischen nur schwach. 
92,3% der Kranken mit akuter Schleim- 
beutelentzuendung wurden erheblich ge- 
bessert. Fruehzeitige Bewegung wurde 
empfohlen, um Muskelkraempfe und ab- 
norme sympathische Reflextaetigkeit zu 
verhueten. 

RIASSUNTO 


In 21 casi di borsiti e in 34 di miositi 
furono praticate iniezioni locali di una 
soluzione diluita di Cortone, a distanze 


ORBACH: BURSITIS AND MYOFASCITIS 


variabili da 4 a 14 giorni ]’una dall’altra. 
I] 57,2% dei pazienti afetti da borsite e 
il 50% di quelli affetti da miosite ebbero 
un evidente miglioramento. Le forme 
acute risposero alla terapia in modo 
eccellente—molto meno invece le forme 
croniche: il 92,3%, infatti, dei pazienti 
con borsiti acute e 1’80,9% di quelli con 
miositi acute ebbero un assai marcato 
giovamento. Venne inoltre raccomandato 
un movimento attivo e precoce per pre- 
venre gli spasmi muscolari e un’abnorme 
motilita riflessa. 
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New Roster in Preparation 


Letters have been received by the Editorial Office concerning the omission of 
names from the Roster. A new edition is now in preparation. To avoid repeated 
omissions, members are requested to send full data on their teaching connections, 
etc., as soon as possible to the Editorial Office, International College of Surgeons. 
1516 Lake Shore Drive, Chicago 10, Illinois. 
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“There is a dead medical literature, 

and there is a live one. The dead 
is not all ancient, and the live is not all 
modern.” 

The ancient medical practitioners knew 
the primary and basic principles of trac- 
tion and countertraction in the treatment 
of fracture, and Hippocrates describes an 
apparatus for the purpose (Scamnum 
Hippocrates). These sound principles, so 
clearly described two thousand years ago, 
can be seen in the Corpus Hippocrates,' 
in the chapters on fractures and articu- 
lations. Most of this work was forgotten 
for centuries, to be rediscovered in the 
last century. Hippocrates gave clear in- 
structions to avoid pressure and necrosis 
of tissues at the vulnerable areas of the 
trunk and extermities. With the introduc- 
tion of the Thomas splint and the so- 
called modern fracture tables, these fun- 
damental methods are still in use. With 
the advent of methods of osteosynthesis 
by metal, we have used precision methods 
with the aid of the fluoroscope and ro- 
entgen technic with better results in frac- 
tures of long bones and fractures in or 
near joints. 

Fracture tables are used all over the 
world, and traction and countertraction 
are used to maintain the injured extrem- 
ity in proper length and position during 
the surgical fixation period. 

Disadvantages of Bilateral Traction and 
Countertraction—On application of an 
unequal amount of traction to the two 
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extremities, or on variation in position 
(flexion, extension, abduction or rotation), 
there is a resultant variation in the pelvis 
and in the lumbar portion of the spine. 
Tilting or rotation of the pelvis will often 
occur during various stages of a surgical 
procedure; in the preoperative placing 
of the patient on the table, during appli- 
cation of traction to each extremity, or 
in flexion and/or abduction of the sound 
limb to allow the placing of the tube for 
lateral films. With the variation in the 
pelvis there is a change in the angle of 
declination, a common cause of inaccurate 
placement of a guide wire or a nail, pro- 
duction of rotation or varus of the femoral 
head, and in many cases incomplete ap- 
position of fracture surfaces, with greater 
absorption and secondary aseptic necrosis 
of the femoral head; whereas with the 
unilateral pelvic anchor and traction in 
extension, internal rotation and _ slight 
abduction, the pelvis remains fixed so that 
change of position of the sound extremity 
(e. g., flexion for accommodation of the 
roentgen tube) allows no chance of altera- 
tion in the relation of the reduced fracture 
or fractures. 

All surgeons use some type of fracture 
table when any is available, applying 
traction and countertraction to each ex- 
tremity, with varying degrees of pull, by 
means of a footpiece to which the foot 
is bandaged, trying to hold the pelvis on 
a sacral support of varying size and the 
usual perineal post, usually small and ex- 
erting tremendous pressure per square 
inch against the soft tissues of the per- 
ineum. For elderly patients with frac- 
tures, advanced age hazards to the peri- 
pheral circulation have been frequent 
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factors, as has retention of urine due to 
urethral pressure or other soft tissue in- 
jury arising from untolerated pressure 
in traction and countertraction. 


The presentation of a new method 
of positive control, which is wnilateral 
traction with a positive pelvic anchor, re- 
sulted from the necessity of improvising 
a method of control of one extremity in 
an amputee. With such a patient there 
was no way to control pelvic rotation, tilt 
and sag, with its attendant alteration of 
the reduced fracture. 

The first treatment by the new method, 
so far as is known at present, was done 
at St. Joseph’s Hospital, Logansport, In- 
diana, by Dr. Charles L. Viney on April 
29, 1944. The patient was a 62-year-old 
man with an intracapsular fracture of the 
left hip, the right leg having been ampu- 
tated at midthigh some years before. 
Cases like this are not uncommon at pres- 
ent, owing to an increase of 10 to 15 
per cent in elderly patients who have 
survived amputation of one extremity and 
the far greater number of World War 
and industrial casualties in the same cate- 
gory. For example, in April 1949 Dr. 
Robert A Wise*® reported in the Journal 
of Bone and Joint Surgery that 138 cases 
of hemipelvectomy had been reported in 
the literature up to 1945. 


Description of the Apparatus.—Counter- 
traction Accessory: Through the coopera- 
tion of the consultants and engineers of 
Watson-Sharp & Company, a unit has been 
developed which is known as a pelvic 
anchor sacral rest. This unit may be at- 
tached to any standard fracture table by 
means of a bushing or adapter. This de- 
vice is the first in medical history to pro- 
vide unilateral traction. Definite and con- 
stant traction is exerted on one side of the 
pelvis only, with counterpressure per 
square inch reduced to a minimum. 


This accessory is more than a sacral 
rest; it is actually a countertraction table 
accessory that may be used in four posi- 
tions in either the horizontal or vertical 
plane and will provide fixation of the 
pelvis or countertraction for either the 
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upper or the lower extremity. This 
T-shaped “tenzaloy” (aluminum alloy) 
casting is so designed as to accommodate 
three radiolucent plastic adjustable posts 
which provide the support for fixation. 
It has a three-position A. P. plastic shelf 
that enables the surgeon to offset the shelf 
toward the injured limb, providing more 
desirable support of the cassette. This 
countertraction unit may be placed in 
such a position as to provide countertrac- 
tion to the ischium and the popliteal 
space with the patient in a supine posi- 
tion, with 22 degrees flexion of the hip 
and 67 degrees flexion of the knee and the 
lower part of the leg in the line of gravity. 


Adapters have been designed to accom- 
modate this accessory to the original 
sacral rest that accompanied the Bell, 
Albee-Comper, Hawley-Scanlan, Roger 
Anderson tables and other standard frac- 
ture units. 


Pelvic Countertraction.— Innominate 
Bone: The unilateral traction technic of 
the lower extremity as employed by the 
use of the ilioperineal sacral rest gains 
countertraction from the innominate bone 
only. The ilium, pubis and ramus are 
not separate bones but parts of the in- 
nominate bone, which is the base of the 
pelvis. No stress or strain is applied to 
the symphysis, sacroiliac, sacral vertebral 
or opposite innominate bone of the pelvis. 


Location of Perineal Pelvic Support: 
The perineal post, or center support, of 
the ilium countertraction sacral rest 
should be of proper size and diameter to 
receive osseous support lateral to the 
symphysis of the side to which traction 
is applied, and should be adjusted so 
that when the patient is brought firmly 
against this support and the pelvis is cen- 
tered on the table the anterior-superior 
spines will be in direct line with the trans- 
verse bar of the sacral rest. Care should 
be taken to select perineal posts of the 
correct size, in order to secure the maxi- 
mum pressure-bearing area and to avoid 
complications associated with too much 
pressure over too small an area. 


Location of Lateral Pelvic Support: The 
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iliac post, or lateral support, of the pelvic 
anchor sacral rest is located just proximal 
to Bryant’s triangle, and in contact with 
it, for support of the lateral side of the 
pelvis when unilateral traction is applied 
to the lower extremity on the side under 
treatment. Many may prefer to use Bry- 
ant’s line to determine the location of this 
support. This line, as described by Scud- 
der,‘ is a plumb line drawn from the 
anterior superior spine with the patient 
in the supine position. 

The location of the aforedescribed 
pressure area, after a careful review of 
the cross section, surface anatomy and 
mechanical factors, was selected to avoid 
the major muscles and fascia to which 
traction is applied. It assures an adequate 
operative field without crowding the lower 
extremity, reduces the leverage created 
by traction to a minimum, and employs 
a site where the osseous structures are 
superficial and have sufficient pressure- 
bearing area to assure adequate support. 

Ischium-Popliteal Space Support: With 
the patient in the supine position on the 
fracture table and the sacral rest in the 
vertical position, the post being horizontal, 
the first post should be adjusted to sup- 
port the ischium with the hip flexed 22 
degrees, and the second post to support 
the popliteal space with sufficient distance 
between the posts so that when the lower 
part of the leg is flexed to 67 degrees the 
popliteal post provides countertraction for 
the tibia and fibula and the flexing of the 
knee creates traction for the femur. With 
this technic it should not be necessary to 
tie the feet in order to use leg traction in 
reducing fractures of the tibia or frac- 
tures of the distal third of the femur. 

The apparatus is used with the patient 
in the prone position for the posterior 
approach to the hip joint as described by 
Alexander Gibson, or by the Kocher pos- 
terior hip approach. Also, the postero- 
lateral approach use of the Kiintscher 
nail has been employed with equal facility 
and more accurate control of the fracture. 
For the upper extremity, with or without 
the use of finger traction, a controlled 
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position can be more easily maintained. 
Dr. Garrett Pipkin of Kansas City, 
Missouri,*® in a personal communication, 
stressed the fact that the apparatus can 
be used as described. The use of the 
Chamberlain multiplane fluorscope in 
surgery of the hip has been awkward be- 
cause of the current design of fracture 
tables, but with the aid of the pelvic 
anchor he has obtained not only better 
fluorscopic results but more effective con- 
trol of the pelvis and better exposure. 


SUMMARY 


1. The pelvic anchor supersedes coun- 
tertraction. 

2. The innominate bone is an important 
factor in traction technics. 

3. The pelvic anchor prevents tilting or 
shifting. 

4. Precision roentgenograms are ob- 
tainable with the fixed target technic. 

5. Advanced technics have resulted in. 
the development of the new pelvic anchor 
sacral rest here described. 


RESUME 


1. L’ancrage pelvien prend place de 
contre-traction. 

2. L’os coxal (innominate) est un 
facteur important dans les techniques de 
traction. 

3. L’ancrage palvein prévient les mouve- 
ments de glissement. 

4. Une radiographie précise est obtenue 
par la technique “fixed target’ (cible 
fixe). 

5. Les techniques avancées ont eu pour 
résultat de développement de la nouvelle 
technique de l’ancrage pelvien a point 
d’appui sacré décrite ici. 


ZUSAM MENFASSUNG 


1. Die Verankerung des Beckens ver- 
draengt die Behandlung durch Gegenzug. 
2. Der Hueftknochen ist ein wichtiger 
Faktor in der Anwendung der Zugtechnik. 
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3. Der Beckenanker verhuetet Ver- 
schiebungen und Kippungen. 

4. Genaue Roentgenaufnahmen koen- 
nen mit unbeweglicher Anode _ erzielt 
werden. 

5. Technische Fortschritte haben zur 
Entwicklung des hier beschriebenen Bek- 
kenankers mit Kreuzbeinstuetze gefuehrt. 


RESUMEN 


1. La fijacion pélvica contrarresta la 
invalidaci6n. 

2. El hueso innonimado es un factor 
importante en las técnicas de tracci6n. 

3. La fijacién pélvica previene el ajuste 
o la mutacion. 

4. Rontgenogramas de precisiédn se 
obtienen con la técnica de la rodela fija. 

5. Técnicas avanzadas han resultado 
del desarrollo de la nueva fijaci6n pélvica 
con apoyo sacral descrita en este articulo. 


SUMARIO 


1. O ancoramento pelvico invalida a 
contra-extensao. 

2. O osso inominado é um fator im- 
portante ans tecnicas de tracao. 

3. O ancoramento pelvico evita inclina- 
c&0 ou deslocacao. 
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4. Roentgenogramas exatos sao obti- 
veis com a tecnica do féco fixo. 

5. Tecnicas avancadas tem resultado 
no desenvolvimento de novos ancora- 
mentos pelvicos sacrais aqui descritos. 


RIASSUNTO 


1. L’ancoraggio pelvico rende inutile 
la controtrazione. 

2. L’osso innominato é un fattore im- 
portante nelle tecniche di trazione. 

3. L’ancoraggio pelvico impedisce gli 
spostamenti. 

4. La tecnica del tavolo fisso permette 
di ottenere radio grammi di precisione. 

5. Il progresso tecnico ha permesso la 
creazione del nuovo ancoraggio pelvico 
con appoggio sacrale qui descritto. 
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mental evidence! has demonstrated 

that disturbances in_ electrolyte 
metabolism involve not only the extra- 
cellular but the intracellular fluids and 
electrolytes. Losses of intracellular ions, 
particularly of potassium, have been ex- 
perimentally shown to have a profound 
effect on cellular function,!” to result in 
myocardial necrosis? and to alter the acid- 
base balance of the extracellular fluids.’ 
Reports have recently appeared, concern- 
ing the occurrence of potassium deficiency 
in clinical conditions, including infantile 


LD mental the past ten years, experi- 


diarrhea,’ alkalosis due to vomiting,‘ the 
recovery phase of diabetic acidosis,’ bul- 
bar poliomyelitis® and after the adminis- 
tration of adrenocorticotrophic hormone 


(ACTH),* cortisone’ or _ testosterone.® 
Randall and his associates® have shown 
that many of the conditions reported as 
leading to potassium deficiency often exist 
in surgical patients. 


A study was undertaken at the Cook 
County Hospital to ascertain the prev- 
alence of potassium deficiency in sur- 
gical patients and to determine the 
etiologic factors, symptoms and treatment 
of fluid and electrolyte abnormalities in 
these patients. Two hundred and ninety 
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Cook County — 


surgical patients with potassium defi- 
ciency states were studied and treated by 
this group in the nine-month period from 
July 1950 to March 1951. This report 
concerns our experiences in the diagnosis 
and treatment of potassium deficiency 
based on this large group of patients. 

Clinical Material—The normal range 
of the serum potassium level is from 4 to 
5.7 milliequivalents per liter.!° All the pa- 
tients in this series had a serum postas- 
sium value below 3.8 mEq. per liter at 
some time during the study. A low serum 
potassium concentration always means a 
potassium deficiency, although the inten- 
sity of that deficiency cannot always be 
diagnosed from the serum level itself.” 
It is reasonable to assume, therefore, that 
all the patients in this study had definite 
deficits of body potassium. 

Two hundred and twenty-one surgical 
patients were found to have hypokaliemia 
(hypopotassemia) on admission. The 
diagnoses in these cases are listed in Table 
1. The majority of these patients had 
taken little or no food by mouth during 
the period preceding admission. Loss of 
gastrointestinal fluids and electrolytes was 
prominent in many patients because of 
vomiting, diarrhea, or fistulas. A large 
number of patients were chronically ill 
and showed evidence of recent weight loss 
and dehydration. 

In 69 patients potassium deficiencies 
developed postoperatively. The surgical 
procedures are given in Table 2. Major 
operations were performed on the ma- 
jority of these patients. Gastric suction 
was used postoperatively in most of the 
cases; other patients had abnormal losses 
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of gastrointestinal fluids through fistulas 
(choledochostomy, cecostomy or colos- 
tomy). 


TABLE 1.—Surgical Patients with 
Hypopotassemia on Admission 


Small bowel fistula 

Large bowel fistula 

Bleeding peptic ulcer 

Pylorie obstruction 
Gastric carcinoma 
Peptic ulcer 

Carcinoma of esophagus 

Acute cholecystitis 

Obstructive jaundice 

Pancreatitis 

Appendical abscess 

G. C. peritonitis 

Small bowel obstruction 

Large bowel obstruction 

Regional ileitis 

Burns 

Perivesical abscess 

Ruptured tuboovarian abscess 

Hyperemesis gravidarum 

Diverticulitis 


TABLE 2.—Surgical Patients with Postoperative 
Potassium Deficiency 

Cecostomy 

Subtotal gastrectomy 

Total gastrectomy 

Esophagectomy 

Choledochostomy 

Abdominoperineal resection 

Hemicolectomy 

Small bowel resection 

Whipple procedure 

Abdominal fistulectomy 

Hysterectomy 

Evisceration 

Colostomy 


Pathogenesis of Potassium Deficiency. 
—Limitation of Potassium Intake: The 
daily intake of dietary potassium is about 
3 to 4 Gm., or 75 to 100 mEq.!” There is 
no storage of potassium in the normal 
adult; instead, the excess intake is ex- 
creted in the urine.'* Howard and Carey" 
have demonstrated the importance of 
prior malnutrition to the development of 
postoperative potassium deficits. In the 
presence of malnutrition or dehydration 
cellular breakdown occurs, with the re- 
sultant release of potassium from the cell. 
For every gram of nitrogen catabolized, 
about 2.75 Gm.’ of potassium is released 
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from the cells and excreted in the urine. 
When vomiting or diarrhea is present, not 
only is the potassium of the gastroin- 
testinal secretions lost, but the normal 
intake of potassium is prevented. 

Excretion of Potassium: The kidney 
provides the principal route for potassium 
excretion in the normal adult. Normally 
less than 10 per cent of ingested potas- 
sium is found in the stools and a con- 
siderably smaller amount in the sweat.!” 
Thus, since little or no ingested potassium 
is normally stored and since upward of 
90 per cent is excreted by the kidneys, 
balance is maintained in the normal adult 
by glomercular filtration and tubular re- 
absorption. The kidney appears to be de- 
signed for efficiency in removing excess 
potassium rather than for conserving it 
during periods of deficiency.'t Therefore, 
although the daily total excretion of po- 
tassium may be decreased, renal losses of 
potassium continue even during periods 
of marked potassium deficiency. 

The renal mechanisms for potassium 
excretion are influenced by many extra- 
renal factors, including (1) disturbances 
in acid-base balance, (2) infusions of in- 
travenous or subcutaneous fluids and (3) 
periods of body stress. 1. Changes in acid- 
base balance occur in many surgical pa- 
tients. Darrow'® has demonstrated in 
experimental animals that induced dis- 
turbances in acid-base equilibrium (aci- 
dosis and alkalosis) result in an increased 
urinary excretion of potassium and a 
lowered cell potassium level. 2. Prolonged 
use of parenteral fluids is often necessary 
in surgical patients to provide nutrition 
and prevent dehydration. The usual par- 
enteral solutions contain little or no 
potassium; therefore, patients sustained 
on these solutions alone receive an inade- 
quate intake of potassium. Infusions of 
large amounts of parenteral solutions may 
result in diuresis and increase the renal 
loss of potassium.'*® Sodium chloride has 
a more marked effect in this regard than 
do solutions of dextrose. For patients with 
potassium deficiency, the intake of sodium 
chloride should be kept at a minimum. 
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3. The occurrence of adrenocortical hyper- 
function following surgical trauma is well 
established,'7 and there is a striking re- 
semblance between the clinical and elec- 
trolyte changes observed postoperatively 
and those described as following adminis- 
tration of ACTH or cortisone’ and oc- 
curring in some cases of Cushing’s syn- 
drome.'! Surgical trauma causes an 
increased production of adrenocorticotro- 
phic hormone by the pituitary body, which 
stimulates the adrenal cortex to secrete 
one or more of its hormones. This alarm 
reaction'? results in an increased renal 
loss of potassium. 

Loss of Gastrointestinal Secretions: In 
addition to the loss of potassium through 
renal excretion, many surgical patients 
have an additional source of potassium 
loss through vomiting, diarrhea, fistulas, 
or the use of gastrointestinal suction 
drainage. Our previous studies demon- 
strate that potassium is present in high 
concentration in gastrointestinal secre- 
tions. Patients losing 3 or 4 liters of gas- 
trointestinal fluids a day may lose as much 
as 81 to 108 mEq. of potassium (equiva- 
lent to the potassium content of 6 to 8 
Gm. of KC,) a day. This loss of potas- 
sium contributes significantly to the de- 
velopment of potassium deficiency, and the 
use of gastrointestinal suction drainage 
without adequate replacement of potas- 
sium often leads to potassium deficiency 
after four or five days. 

Clinical Manifestations of Potassium 
Deficiency —The most common clinical 
picture encountered in cases of potassium 
deficiency is a symptom complex consist- 
ing of gradually increasing weakness, loss 
of energy, anorexia and mental depres- 
sion.” Weakness of the arms and legs was 
prominent in all our cases, but actual 
paralysis was observed in only 4. The 
possibility of death from _ respiratory 
paralysis due to potassium deficit has been 
emphasized in a number of reports.'* 
Shallow, infrequent respirations were 
noted in many of our patients, but actual 
respiratory paralysis was not observed in 
those surgically treated. Abdominal dis- 
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tention is frequently noted preoperatively 
and postoperatively in patients with po- 
tassium deficits. 

Administration of potassium chloride 
intravenously was followed, with few ex- 
ceptions, by prompt and often striking 
improvement in muscular strength, men- 
tal attitude, energy and appetite, together 
with subsidence of abdominal distention. 
In many cases the institution of this 
therapy was a life-saving procedure. The 
marked improvement in the clinical status 
of the patient was always accompanied 
by elevation of the serum potassium con- 
centration. However, it was not always 
necessary to restore the concentration to 
normal to obtain clinical improvement. 

Hypochloremic alkalosis that does not 
respond to hydration and sodium chloride 
therapy is indicative of a potassium de- 
ficency. This is especially important in the 
small number of patients with potassium 
deficits who have normal or nearly normal 
serum potassium levels.* 

The electrocardiographic changes asso- 
ciated with hypopotassemia have received 
considerable attention.” The following 
observations have been described: With a 
moderate decrease in the serum potassium 
concentration the T-wave becomes slightly 
lower but broader, so that the Q-T in- 
terval as a whole is lengthened. As the 
serum concentration is further decreased, 
there is first a lowering or inversion of 
the T-wave and then a sagging of the 
ST segment. A U-wave may be noted. 
With very low levels of potassium (1.5 
mEq. per liter or less), there is a slow 
staircase-like rise to a low, late T-wave." 

Treatment of Potassium Deficiency.— 
On the basis of treatment of 290 cases 
of potassium deficiency in surgical pa- 
tients and the administration of over 5,000 
liters of intravenous fluids containing 
potassium chloride, we recommend for 
general use a solution containing 3 Gm. 
of potassium chloride (40 mEq. of potas- 
sium) in a liter of physiologic solution 
of sodium chloride, amino acids or 5 per 
cent dextrose. Such solutions should be 
administered not faster than 120 to 180 
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drops (8 to 12 cc.) per minute. More 
rapid infusions may lead to a high serum 
level, which is toxic to the heart and has 
been reported as causing heart block and 
cardiac arrest. We have not encountered 
this complication in any of our cases. 
When a potassium deficiency is present, 
3 Gm. of potassium chloride is added to 
each liter of parenteral fluids so that the 
patient will receive 9 to 15 Gm. of potas- 
sium chloride (121 to 202 mEq. of potas- 
sium) a day. This treatment is continued 
until the serum potassium level has been 
normal for twenty-four hours, after which 
6 Gm. of potassium chloride is adminis- 
tered daily as a basic daily intake of 
potassium. In addition, each liter of gas- 
tric juice removed by suction during a 
twenty-four hour period is replaced par- 
enterally with a liter of dextrose and 
sodium chloride solution (0.45 per cent 
sodium chloride and 2.5 per cent dex- 
trose), to which is added 3 Gm. of potas- 
sium chloride. Most foods are good sources 
of potassium; therefore, parenteral po- 
tassium therapy is no longer needed after 


the patient can be fed. Oliguria is a con- 
traindication to parenteral administration 
of potassium salts. However, when the 
urine output is greater than 1,000 cc. per 
day, potassium chloride may be adminis- 


tered intravenously. Elevation of the 
blood nonprotein nitrogen level is not a 
contraindication to potassium salt therapy 
if hypopotassemia is present.® 


SUMMARY 


1. The frequency of preoperative and 
postoperative potassium deficiency is 
demonstrated by 290 surgical patients 
studied and treated during a nine-month 
period at the Cook County Hospital. 

2. The pathogenic factors in potassium 
deficiency are: 

(a) Loss of gastrointestinal secre- 
tions. The use of gastrointestinal suc- 
tion drainage, without adequate re- 
placement of potassium, often leads to 
potassium deficiency after four or five 
days. 
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(b) Prolonged use of potassium-free 
parenteral solutions. 

(c) Limitation of food (potassium) 
intake. 

(d) Increased renal excretion of po- 
tassium resulting from surgical trauma 
with its attendant alarm reaction, 
diuresis due to parenteral infusions of 
sodium chloride or dextrose and dis- 
turbances in acid-base balance. 

3. The commonest clinical picture con- 
sists of gradually increasing muscular 
weakness, loss of energy, anorexia, list- 
lessness and mental depression. Abdomi- 
nal distention is also frequent preoper- 
atively and postoperatively. 

4. Treatment of potassium deficiency 
is an important addition to the care of the 
surgical patient and is often essential to 
his survival. The intravenous use of po- 
tassium chloride solutions is discussed. 


RIASSUNTO 


1. La _ frequenza_ dell’ipopotassiemia 
pre- e post-operatoria é dimostrata dallo 
studio di 290 pazienti affetti da malattie 
chirurgiche operati in 9 mesi al Cook 
County Hospital. 

2. I fattori etiopatogenetici dell’ipopo- 
tassiemia sono: 

(a) la perdita dei succhi gastro-in- 
testinali; l’uso dell’aspirazione 
gastro-intestinale, infatti, se non sia 
associato ad una adeguata rein- 
fusione di potassio, pud spesso por- 
tare all-ipopotassiemia nel giro di 
4-5 giorni; 

(5) Yuso parenterale prolungato di 
soluzioni di potassio libero; 

(c) una limitata assunzione di cibi 
contenenti potassio; 

(d) Vaumentata escrezione renale 
del potassio dipendente dal trauma 
chirurgico con la sua relativa rea- 
zione d’allarme, la diuresi dovuta 
alla somministrazione parenterale di 
soluziono saline o glucosate e i dis- 
turbi del bilancio acidobasico. 

8. I segni clinici pitt comuni dell’ipopo- 
tassiemia sono: debolezza muscolare 
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gradualmente crescente, perdita d’energie, 
anoressia, svogliatezza e depressione men- 
tale; pure frequente la distensione ad- 
dominale, sia prima che dopo Il’operazione. 

4. La cura dell’ipopotassiemia @ un 
punto di notevole importanza nel tratta- 
mento del “paziente chirurgico”, anzi é 
spesso essenziale ai fini della sua soprav- 
vivenza. Viene infine discussa_ |’oppor- 
tunita dell’uso endovenoso di soluzioni di 
cloruro di potassio. 


ZUSAMMENFASSUNG 


1. Die Haeufigkeit praeoperativen und 
postoperativen Kaliummangels wird an 
290 chirurgischen Kranken nachgewiesen, 
die waehrend eines Zeitraums von 9 
Monaten im Cook County Hospital unter- 
sucht und behandelt wurden. 

2. Die krankheitserzeugenden Fakto- 
ren bei Kaliummangel sind die folgenden: 

(a) Verlust der Magendarmsekrete. Die 
Absaugung und Drainierung der Magen- 
darmsekrete ohne ausreichenden Ersatz 
des Kaliums fuehrt haeufig innerhalb von 
4 oder 5 Tagen zu Kaliummangel. 

(b) Langdauernde parenterale Verab- 
reichung von kaliumfreien Loesungen. 

(c) Ejinschraenkung der Ernaehrung 
und damit der Kaliumzufuhr. 

(d) Gesteigerte Kaliumausscheidung 
durch die Nieren infolge chirurgischen 
Traumas mit seiner begleitenden Alarm- 
reaktion, gesteigerte Harnausscheidung 
infolge von parenteraler Zufuhr von 
Kochsalz oder Traubenzucker und Stoe- 
rungen im Saeurebasengleichgewicht. 

3. Das haeufigste klinische Bild besteht 
in allmaehlich zunehmender Muskel- 
schwaeche, Kraefteverlust, Appetitlosig- 
keit, Lustlosigkeit und Depressionen. Oft 
kommt es auch zur Auftreibung des Leibes 
vor und nach Operationen. 

4. Die Behebung des Kaliummangels 
stellt einen wesentlichen zusaetzlichen 
Faktor in der Behandlung chirurgischer 
Kranker dar und ist haeufig zur Erhal- 
tung des Lebens unerlaesslich. Die intra- 
venoese Anwendung von Chlorkaliumloe- 
sungen wird eroertert. 
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1. A frequencia no pos-operatério de 
deficiencia de potassio é¢ demonstrada— 
290 pacientes cirurgicos estudados e trat- 
ados durante um periodo de nove mezes no 
Cook County Hospital. 

2. Os fatores patogenicos na deficiencia 
de potassio sao: 

(a) Perda de secrecdes gastro-intes- 
tinais. O uso de succao-drenagem gastro- 
intestinal, sem adequada substituicao de 
potassio, muitas vezes conduz 4 deficiencia 
de potassio depois de quatro a cinco dias. 

(b) Prolongado uso de solugdes paren- 
terais que nao contém potassio. 

(c) Limitacéo de ingesta (potassio). 

(d) Excrecéo renal de potassio aumen- 
tada resultante de trauma cirurgico com 
suas reacées de alarme presentes, diurese 
devida a infusdes parenterais de cloreto 
de sodio ou dextrése e disturbios de equili- 
brio acido-basico. 

3. O quadro clinico mais comum con- 
siste de fraquéza muscular gradualmente 
crescente, pérda de energia, anorexia, 
surdez e depressao mental. DistensAo ab- 
dominal é tambem frequente pre- e pos- 
operatoriamente. 

4. O tratamento da deficiencia de po- 
tassio € uma importante adicéo aos cui- 
dados que o paciente operado requer, e 
muitas vezes essencial 4 sua sobre vida. 

O uso intravenéso de solugées de cloréto 
de potassio e discutido. 


RESUME 


1. La fréquence de la déficience du 
potassium pré et postopératoire est dém- 
ontrée dans 290 cas de patients chirur- 
gicaux traités durant unepériode de 9 
mois au Cook County Hospital. 

2. Les fractures pathogéniques de la 
déficience du potassium sont: 

(a) la perte des sécrétions gastro-in- 
testinales. L’usage de la succion gastro- 
intestinale, sans remplacement adéquat du 
potassium conduit souvent a une hypotas- 
sénie aprés 4 ou 5 jours. 

(b) lusage prolongé des solutés dans K 
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(c) lalimitation de la nourriture (con- 
tenant K) 

(d) L’excrétion rénale de K augmentée 
a cause du traumatisme chirurgical et 
la réaction d’alarme qui lui est liée, la 
diurése due a des infusions parentérales 
de chlorure de sodium ou dextrose et la 
désiquilibre acido-basique. 

3. Le tableau clinique le plus recontré 
est le suivant: faiblesse musculaire pro- 
gressive, perte d’énergie, anorexie, dé- 
pression mentale. La distension abdomi- 
nale est trés fréquente pré et postopéra- 
toire. 

4. Le traitement de la déficience est une 
importante addition au soin du patient 
chirurgical et est essentielle 4 sa sur- 
vivance. L’usage intra-veineux de l’usage 
du chlorure de potassium est discuté. 


RESUMEN 


1. Se demuestra la frecuencia de la 
deficiencia potasica pre y postoperatoria, 
en 250 pacientes quirurgicos estudiados y 
tratados durante un periodo de nueve 
meses en el Hospital Cook County. 

2. Los factores patogénicos de la de- 
ficiencia potasica son: 

(a) Pérdida de secreciones gastroin- 
testinales. El uso de la canalizacion suc- 
cién gastrointestinal, sin reposicién ade- 
cuada del potasio, conduce a menuda a la 
deficiencia potasica despues de cuatro o 
cinco dias. 

(b) El uso prolongado de las soluciones 
parenterales sin potasio. 

(c) Limitacién de la ingestioén de los 
alimentos que contienen potasio. 

(d) Aumento de la excreci6n renal de 
potasio resultante del trauma quirtrgico 
con su respectiva reaccién de alarma, 
diuresis debida a infusiones parenterales 
de cloruro de sodio o dextrosa y trastornos 
en el equilibrio acido-base. 

3. El cuadro clinico mas comun consiste 
de aumento progresivo de la debilidad 
muscular, pérdida de energia, anorexia, 
indiferencia y depresién mental. La di- 
stencién abdominal es también frecuente 
pre y postoperatoriamente. 
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4. El tratamiento de la deficiencia 
potasica es una importante adicién al 
cuidado del paciente quirlirgico y es 
muchas veces esencial para la conserva- 
cién de su vida. Se discute el usa intra- 
venoso de las soluciones de cloruro de 
potasio. 
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Echoes of the Past 


XVIII. ANATOMY AT BOLOGNA UNIVERSITY DURING THE RENAISSANCE 


The great impetus to anatomic studies resolved about the intellectual efforts 
of one man, Jacopo Berengario da Carpi (1470-1530), one of the great anatomists 
of the Renaissance. Berengario was closely associated with the leading artists 
of his time. He was the first man of medicine to write a book on anatomy for both 
surgeons and artists. He was a typical Renaissance scholar, a distinguished sur- 
geon and a man of letters who was a major force in stimulating anatomic research 
at Bologna. 

His close association with the Medici family began in 1513, when Pope Leo X 
called him to Florence to cure one of his relatives. In 1517 he was called into 
consultation at the bedside of Lorenzo de Medici, who had sustained a fracture 
of the skull from an exploding firearm. The next year he published De fractura 
calvariae s. cranii, a work on fracture of the skull, with excellent illustrations; it 
went into many editions and proved to be one of the first practical books on surgery. 


Berengario concerned himself mostly with the study of anatomy and wrote 
or compiled a great commentary on the Anatomy of Mondino, which was published 
under the title Jsagoge (1521). This book is an original contribution of great 
value. Berengario was the first anatomist to describe the vermiform appendix 
and to identify the arytenoids as separate cartilages. A masterly anatomist, he 
described the tympanum and the pineal gland. He gave an exact description 
of the brain, distinguishing the lateral ventricles and the choroid plexus. Some 
have called him the originator of the teaching of anatomy, and certainly he 
deserves all honor as one of the greatest of pre-Vesalian anatomists. 

Berengario achieved great fame during his lifetime, but, oddly enough, neither 
as a teacher nor as an anatomist. During the period when syphilis was spreading 
in Italy like an epidemic, he was thought to be the only physician who possessed 
the secret of treating the disease with mercurial ointment. 

In addition to his greatness as a physician, Berengario was a famous collector 
of paintings and bronze statues. He was one of the first men of medicine to be 
interested in the collection of objets d’art, an avocation that now attracts thousands 
of physicians and surgeons. 

It is significant to record that in an age when there was great discord between 
physicians and surgeons in European universities, including that of Paris, a surgeon 
and anatomist of Bologna was highly respected and enjoyed great renown. 


—Bernard J. Ficarra, M.D., F.1.C.S. 





The Rhomboid Ligament in 
Surgery of the Sternoclavicular Joint 
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the sole point of bony contact of the 

pectoral girdle with the trunk. Con- 
sidering the stress to which this joint 
must be subjected in the course of the 
strenuous activities the upper extremity 
undergoes, disease or injury might be ex- 
pected to be fairly common. Afflictions 
of this joint, however, have been reported 
with relative infrequency; occasional 
anomalies, rare tumors of the sternal end 
of the clavicle, and a few cases of tuber- 
culosis almost exhaust the gamut of 
medical ailments. Among the injuries, 
fracture of the sternal end of the clavicle 
and sporadic cases of acute! or recurrent 
dislocation? at the sternoclavicular joint 
complete the roster of the afflictions ob- 
served at the sternoclavicular joint. 

During the years 1932-1948 only 12 
cases involving the sternoclavicular joint 
were indexed in the files of the Hospital 
for Joint Diseases. The diagnosis in 8 of 
these cases was dislocation; in 2, tuber- 
culosis; in 1, osteoarthritis, and in 1, 
“synovitis” (not further identified). The 
same preponderance of “dislocations” over 
all other disturbances of this joint seems 
to characterize the reports of others in 
the literature. 

Whether this represents a true estimate 
of the relative frequency of dislocations, 
whether only those patients who were 
amenable to surgical treatment were ad- 
mitted to the hospital, or whether, as is so 
frequently the case, arthritis was mis- 
taken for dislocation it is impossible to 
state. That the last-mentioned alternative 
may be correct is indicated by the fact 
that “arthritis of the sternoclavicular 
joint characterized by swelling, crepitus, 


Tite sternoclavicular joint constitutes 
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and pain on motion may closely resemble 
dislocation’’.* 

Though it must be admitted that, taken 
together, both the dislocations and the 
arthridites comprise a relatively insig- 
nificant percentage of the conditions en- 
countered in daily practice, they present 
problems for which definite therapeutic in- 
dications must be established. Standard 
texts and even specialized monographs 
give but slight consideration to these 
afflictions. Occasionally, as in the discus- 
sion of dislocations, the subject is dis- 
missed with the casual statement that 
either reconstruction of the ligaments or 
resection of the joint may be employed 
with equal satisfaction. This does not 
seem to be consistent with the results ob- 
tained surgically and is completely at 
variance with the indications imposed by 
proper regard for the anatomy of the 
joint. 

Anatomically, the clavicle is described 
as consisting of an outer third, which is 
flattened, and an inner two-thirds, which 
is prismatic in form. It should be noted 
that the anterior border of the prismatic 
portion of the bone is continuous with 
the anterior border of the flattened por- 
tion, and that the two lie almost in the 
same plane. The thickening that charac- 
terizes the sternal end is caused by a 
bony downgrowth somewhat triangular in 
outline. The apex of this triangle (the 
most dependant portion of the bone) is 
directed downward, inward and slightly 
forward. In the erect position it fits into 
a pocket formed by intra-articular fibro- 
cartilage of the sternoclavicular joint and 
the upper surface of the cartilage of the 
first rib. This bony apex is, in fact, the 
only point of direct bony contact between 
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the clavicle and the manibrium sterni. 

This apex is not, however, the fulcrum 
about which the motion of the clavicle 
takes place. Fick,! Mollier® and others 
have shown that, following the excursions 
of the shoulder, the clavicle outlines the 
surface of a cone having an apical angle 
of about 60 degrees. In upward motion of 
the shoulder the clavicle is elevated to 55 
degrees from the horizontal; in downward 
motion it is depressed only to about 5 de- 
grees from the horizontal. Forward and 
backward motions of the shoulder are as- 
sociated with a corresponding angular 
deviation of the clavicle of about 30 de- 
grees in each direction. 

The important point about each of these 
arcs of motion is that as the acromial end 
of the clavicle moves in one direction the 
sternal end moves in the opposite direc- 
tion. This indicates that the axis of motion 
lies between the two ends and lateral to 
the sternoclavicular joint. The point at 
which this takes place appears to be pre- 
cisely through the costoclavicular or 
rhomboid ligament (Fig. 1). According 
to Rouviere,® “the movements of elevation 
and depression take place around this liga- 
ment, which consists of two sheets of 
tissue arising from the first costal cart- 
ilage and inserting into the rhomboid de- 
pression on the under surface of the inner 
portion of the clavicle. Between these two 
ligamentous layers, the anterior and pos- 
terior, a small serous bursa may develop. 
Elevation and depression take place 
around an anteroposterior axis passing 
through this ligament. Forward and back- 
ward motion takes place around a vertical 
axis passing through this ligament.” 

By stabilizing the inner end of the 
clavicle, it resists the downward stress of 
gravity and the upper pull of the sterno- 
cleidomastoid muscle. Just as the tibial 
collateral ligament dominates the knee 
joint and the trapezoid ligament the 
acromioclavicular joint, so the rhomboid 
ligament dominates the sternoclavicular 
joint. Since it is the only bond of union 
between the clavicle and the first rib, the 
maintenance of its integrity must be the 
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prime consideration in any _ surgical 
procedure at the sternoclavicular joint. 

On the basis of this consideration it is 
clear that, in principle, the treatment of 
arthritis must be different from that of 
dislocation. As long as the rhomboid liga- 
ment remains intact, dislocation of the 
clavicle is an anatomic impossibility. If 
dislocation is present, rupture of this liga- 
ment must be predicated, and the obvious 
surgical indication is its anatomic recon- 
struction. In the presence of arthritis, en- 
tirely different conditions are present. 
Even when so-called “subluxation” is 
present anteriorly the rhomboid ligament 
remains intact, and damage to this liga- 
ment can only serve to add the symptoms 
of true dislocation to the disability caused 
by the arthritis. Since motion of the stern- 
oclavicular joint is a necessary condition 
of normal motion at the shoulder joint, 
it is apparent that arthrodesis is cate- 
gorically excluded. Excision offers the 
only hope for physiologic restoration, pro- 
vided it is accomplished without damage 
to the rhomboid ligament. . 

1. Arthritis of the Sternoclavicular 
Joint.—Osteoarthritis is an almost uni- 
versal disease of the sternoclavicular joint 
after the age of 40 but is practically never 
seen in the first two decades of life. 
Langen,’ who studied 200 sternoclavicular 
joints, observed that complete anatomic 
maturity is reached between ages of 25 
and 30. After this, regressive changes be- 
came progressively more marked, so that 
at about the age of 40 as many as 63 
per cent of the sternoclavicular joints 
were diseased and only 8 to 9 per cent 
were normal. After 40 years of age 74 
per cent of the joints were diseased and 
0.7 per cent were normal. After 50, 82 
per cent were severely diseased and none 
were normal. After 60 years, 90 per cent 
were severely diseased and 10 per cent 
were moderately diseased. After 70, all 
sternoclavicular joints examined were 
severely diseased. 

As in other osteoarthritic manifesta- 
tions, the joint that bears the greatest 
amount of stress shows the greatest de- 
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gree of involvement. It is therefore not 
surprising that the sternoclavicular joint 
is more commonly affected in men than 
in women, and more frequently on the 
right than on the left side. Clinically the 
condition is characterized by tenderness, 
crepitus, and pain on motion or change 
of weather. The swelling, which is in- 
variably present, may resemble that as- 
sociated with dislocation. Examination, 
however, will disclose that this is only 
apparent, because the sternal end of the 
clavicle is symmetrically placed with re- 
spect to the manubrium, and roentyen 
examination will show that the relation 
of the clavicle to the rib and the manu- 
brium has not been altered. 
Pathologically it has been found that 
the cartilage of the joint undergoes var- 
ious stages of destruction and is always 
more involved on its clavicular than on 
its sternal end. The destructive process 
begins as simple fissuring due to fraying 
and fibrillation of the cartilaginous 
matrix. The cartilage at this stage be- 
comes soft and yellowish and loses much 


of its elasticity. As the condition pro- 
gresses, small fragments of cartilage be- 


come detached, leaving the articular 
surface irregularly pitted. Finally, the 
subchondral bone plate is eroded, and a 
dense, polished, ivory-like, surface is left 
behind. 

In its treatment, rest is valuable; pro- 
caine injections have only temporary 
value, and physiotherapy is useless. The 
only definitive treatment is resection of 
the diseased area, the sternal end of the 
clavicle. As has been noted, the neces- 
sity of avoiding injury to the rhomboid 
ligament must be emphasized. Wide re- 
section of the inner end of the clavicle is 
to be avoided, since it necessarily involves 
release of the bony attachment of this 
ligament. The importance of this is illus- 
trated by the following 2 cases: 


CASE 1.—Julia F., aged 45, was seen in 
September 1950 with complaints of pain and 
swelling in the inner aspect of the right 
clavicle over a period of twenty-one months. 
There was no antecedent history of injury or 
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Fig. 1—Gross anatomy of sternoclavicular joint, 
showing rhomboid ligament situated lateral to 
joint. 


illness. The patient stated that pain was 
always present and was exacerbated on exer- 
tion, e.g., housework. The pain radiated into 
the right shoulder and the right side of the 
neck. 

Examination disclosed a swelling over the 
right sternoclavicular articulation. The swol- 
len area was “doughy” to the touch and defi- 
nitely tender on deep pressure. Abduction 
of the right shoulder was possible to only 80 
degrees. External rotation was limited to 
10 degrees. Roentgenograms taken in October, 
before operation was performed, showed en- 
largement of the sternal end of the right 
clavicle as compared with the left. Instead 
of presenting the sharp articular edge ob- 
served on the left, the sternal end of the right 
clavicle was convex and somewhat osteopo- 
rotic (Fig. 2). 

On October 30, with the patient under gen- 
eral anesthesia, the right sternoclavicular 
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Fig. 2 (Case 1, Julia F.).—Roentgenogram taken before operation; oblique view, showing enlarge- 


ment of sternal end of clavicle on the right as compared with the left. 


Note relation of clavicle 


to first rib. 


joint was exposed. When the capsule was 
opened a slight amount of fluid and detritus 
was extruded. The interarticular fibrocarti- 
lage was loose and partly degenerated, and 
was easily removed. The articular cartilage 
covering the sternal end of the clavicle was 
irregularly eroded. With care to remaining 
medial to the inner edge of the rhomboid liga- 
ment, a Gigli saw was passed around the 
clavicle and about % inch (1.2 em.) of the 
medial extremity of the bone was resected. 


44 


The wound was closed in layers and a Velpeau 
bandage applied. 

The specimen removed was described as 
consisting of the articular end of the clavicle. 
“The surface is pitted, eroded, and thin. The 
underlying bone is quite dense.” 

The postoperative convalescence was un- 
eventful. The roentgenogram (Fig. 3) re- 
vealed the site of excision of the sternal end 
of the clavicle. By the middle of December 
the patient could abduct the shoulder to only 
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Fig. 3 (Case 1, Julia F.).—Postoperative film. 
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Sternal end of clavicle has been resected. Rhom- 


boid ligament has not been injured, as is indicated by unchanged relation of clavicle to first rib. 


125 degrees. This was largely due to pain. 
As the pain subsided the range of motion 
increased, and by the middle of January 1951 
the patient had a complete range of motion 
with but slight pain. She was able to do her 
regular housework without difficulty and soon 
disappeared from treatment. When last seen, 
in June 1951, the patient noted a slight click- 
ing sensation at the extreme of abduction. All 
her motions were otherwise free and painless, 
and she expressed herself as completely sat- 
isfied with the result. 


CASE 2.—W. , a woman aged 50, was 
seen in consultation in March 1951. She com- 
plained of pain, swelling in the right sterno- 
clavicular region and inability to use her right 
arm normally. 

In March or April of 1948 the patient came 
under the care of an osteopath for a sacroiliac 
sprain. In accordance with his usual practice, 
he manipulated the patient’s head, arms and 
hips. This treatment was continued until 
August 1948, when the patient stated that she 
felt better. At this time, the attending osteo- 
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Fig. 4 (Case 1, Julia F.).—Range of painless motion after operation. 


path went on vacation, leaving his practice to 
a colleague. 

The second osteopath continued the treat- 
ment, but, according to the patient, with such 
vehemence that on one occasion she cried out 
in pain. Though she maintained that she had 
never had any trouble in her sternoclavicular 
joint, her history indicated that she had pre- 
viously complained of pain as a result of exer- 
cising her large dog. Thereafter the patient 
refused to continue with the treatments, claim- 
ing that her shoulder had been dislocated. 
The pain of which she complained radiated 
into the shoulder, the side of the neck and the 
arm. She was then seen by another physician, 
who in turn referred her to an orthopedic 
surgeon. He advised operation. Subsequently 
she was seen by still another orthopedic sur- 
geon who, noting crepitation on motion and 
laxity of the right sternoclavicular joint on 
circumduction of the right arm, made a diag- 
nosis of “subluxation” and also advised oper- 
ation. On May 1, 1949, the patient was ad- 
mitted to the hospital for this purpose. 


46 


Through a 2-inch (5 cm.) incision parallel to 
the proximal end of the clavicle the inner 2 
inches of the clavicle was exposed. When the 
joint was opened a considerable degree of 
traumatic arthritis and a large amount of 
destruction of the cartilaginous surface were 
noted at the sternal end of the clavicle. 

Subperiosteal resection of about 114 inches 
(2.1 cm.) of the proximal end of the clavicle 
was performed, and the wound was closed in 
layers. The patient was discharged from the 
hospital after several days with a diagnosis 
of “traumatic arthritis of the right sterno- 
clavicular joint.” For some time she felt much 
better, but after several months she again 
began to complain of pain, the reappearance 
of a swelling a slight distance lateral to her 
original swelling, and some limitation in the 
motion of her right arm. 

When the patient was seen on March 17, 
1951, the well-healed scar of the previous oper- 
ation was noted. There was a marked promi- 
nence at the upper border of the right clavicle, 
about 1% inches (3.8 cm.) lateral to the 
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sternal end of the clavicle, which could be 
felt to be in the normal position as compared 
with the opposite clavicle. On motion of the 
arm a definite false point of motion could be 
demonstrated in the area of clavicular promi- 
nence. Abduction of the shoulder was limited 
at 185 degrees. Flexion, extension and rota- 
tion at the shoulder appeared normal. There 
was no atrophy of the deltoid muscle and no 
evidence of any other sensory or motor defect 
in the right upper extremity. 

The postoperative condition was demon- 
strated on roentgenograms, which were re- 
ported as showing “a deformity of the inner 
third of the clavicle. The deformity consists 
in a previous surgical amputation of the inner 
third of the clavicle wherein the proximal 
end of the clavicle was not disturbed nor was 
the sternoclavicular joint entered into. There 
is an osseous bridge extending from the prox- 
imal end of the clavicle to the distal two- 


MILCH: RHOMBOID LIGAMENT 


thirds. Where these two portions meet ex- 
uberant callus formation is noted as well as 
pseudo-arthrosis. A hazelnut-sized protuber- 
ance has resulted from the exuberant callus 
formation” (Fig. 5). 


This interpretation of the roentgeno- 
grams cannot be accepted without reserv- 
ation. In the first place, the roentgen- 
ologic opinion that “the proximal end of 
the clavicle was not disturbed” must be 
revised in view of the operative statement 
that the sternal end of the clavicle was 
resected. Under these circumstances it 
would seem justifiable to infer that the 
proximal end of the clavicle would only 
appear to have been undisturbed. Because 
it was resected subperiostally it may, in 
fact, have regenerated. In the second 
place, careful study of the roentgenogram 
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Fig. 5 (Case 2, W—.).—Condition twenty-two months after operation. Note area of subperiosteal 
resection of clavicle, angulated regenerated inner end of bone, and pseudoarthosis at site of clavicular 
amputation. 
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Fig. 6 (Case 3, Timothy O’S.).—Preoperative 


condition. Sternal end of left clavicle is clearly 
separated from costal cartilage of first rib. There 
is definite enlargement of the sternal end. 


with particular reference to the site of 
pseudo-arthrois indicates that the outer 
portion of the clavicle was in a relatively 
normal position but that its inner end 
had apparently been angulated upward. 
This could only occur as a consequence of 
the action of the sternomastoid muscle 
unopposed by the rhomboid ligament. This 
is further confirmed by the abnormally 
wide space existing between the lower 
edge of the inner end of the clavicle and 
the upper edge of the costochondral junc- 
tion of the’ first rib. 

The case is of especial interest because 
it clearly illustrates a typical diagnostic 
difficulty that may be encountered. Though 
the pathologic picture definitely indicates 
the existance of arthritis of the sterno- 
clavicular joint, the patient characteris- 
tically presented symptoms that led a com- 
petent orthopedic surgeon to make a clin- 
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ical diagnosis of “subluxation” but not a 
true dislocation. 

2. Dislocation of the Sternoclavicular 
Joint.—Though the literature, to the pres- 
ent, contains more references to disloca- 
tion than to any other condition, disloca- 
tion would seem to be of less frequent oc- 
currence than osteoarthritis and may in- 
deed be considered relatively rare. It arises 
usually as a result of severe blows directly 
on the shoulder. As a consequence of the 
depression of the point of the shoulder, 
the inner end of the clavicle is levered 
upward over the fulcrum formed by the 
first rib. Occasionally, indirect transmis- 
sion of force either by traction or by 
compression of the clavicles has been de- 
scribed as the causitive mechanism.'* » 

Regardless of the manner of its pro- 
duction, all observers are agreed that rup- 
ture of the rhomboid ligament is the es- 
sential prelude to sternoclavicular dis- 
location. Clinically the condition is char- 
acterized by pain, swelling, displacement 
of the sternal end of the clavicle and a 
definite loss of power in the upper ex- 
tremity on the affected side. In those en- 
gaged in relatively sedentary occupations 
the disability is apt to be more esthetic 
than actual. In such patients, especially 
if the dislocation is of the more usual 
upward variety, conservative treatment 
by strapping with pressure over the joint 
is indicated. In patients whose work is 
of a more laborious nature, and in cases 
of retrosternal dislocation or of recur- 
rent dislocation, surgical reconstruction 
of the rhomboid ligament is indicated. 
Reconstruction by means of a free fascial 
graft, as is suggested by Lowman,’ is 
illustrated in the following case. 

CASE 3.—Timothy O’S., a _ construction 
worker aged 54, was first seen in September 
1950. He complained of pain and swelling in 
the left sternoclavicular area and of inability 
to lift heavy beams. In January 1950 he had 
fallen a distance of 20 feet, landing on his 
head and left shoulder. He was rendered 
unconscious and remained so for five or six 
hours after his admission to the hospital. 
Roentgen examination later disclosed frac- 
tures of the ribs and skull. He remained in 
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the hospital for five weeks. While there he 
began to notice a dull pain in the left sterno- 
clavicular region. This pain, which radiated 
down into the shoulder and up into the left 
side of the neck, was made worse on raising 
the arm. After his discharge from the hos- 
pital, pain was the main reason for his ina- 
bility to return to work. 

Examination disclosed a large swelling in 
the left sternoclavicular region. This was 
obviously caused by the sternal end of the 
clavicle, which was displaced upward and for- 
ward and could not be pushed back into its 
normal position Motion in the glenohumeral 
joint was normal, but abduction caused pain 
in the sternoclavicular joint, with resultant 
weakening of the power of abduction. There 
was slight tenderness on pressure over the 
acromio-clavicular joint. 
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Fig. 7 (Case 3, Timothy O’S.).—After reconstruction of rhomboid ligament, sternal end of left 
clavicle has been made smaller, but both clavicles are at same level. 


The roentgenogram (Fig. 6) was reported 
as showing only “ a malunited fracture of the 
junction of the inner and medial thirds of the 
clavicle with some overlapping.” 

Because of the clinical evidence of dislo- 
cation, operative reconstruction of the rhom- 
boid ligament was undertaken. With the 
patient under general inhalation anesthesia, 
the sternoclavicular joint was opened. The 
fibrocartilage was observed to be detached 
and was easily removed. When it was excised 
the inner end of the clavicle could be lifted 
upward. It was then noted that the inferior 
angle of the clavicle had been split longi- 
tudinally, apparenty at the time of dislocation, 
and had become irregularly united by a mas- 
sive callus which increased its size so that it 
could not fit into its normal pocket. This ren- 
dered the restoration of the clavicle to its 
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Fig. 8 (Case 8, Timothy O’S.).—Postoperative 
photograph illustrating range of painless, power- 
ful motion. 


normal position impossible even under pres- 
sure. 

The excess of callus, along with the frac- 
tured fragment of the clavicle, was chiseled 
away, and the size of the inner end of the 
clavicle so reduced that after tentomy of the 
clavicular head of the sternomastoid muscle 
it could be easily returned to its place in the 
sternochrondral articulation. 

An oblique hole was drilled from the an- 
terior aspect of the manubrium through to 
its articular surface (incisura clavucularis). 
Two vertical holes, respectively % inch and 1 
inch (1.2 and 2.5 em.) from its sternal end, 
were made in the clavicle. The inner end of 
the first rib was stripped subperiosteally. 
(During this procedure the pleura was acci- 
dentally opened and was promptly sutured.) 
With a fascial stripper, a 10-inch strip of 
fascia 1 inch wide was subcutaneously removed 
from the thigh. By means of guide sutures 
the fascial strip was passed backward through 
the manubrial hole and through the inner- 
most of the holes in the clavicle, behind and 
around the first rib, and back through the 
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second clavicular hole. It was then sutured 
to its free end over the top of the sterno- 
clavicular joint. 

The wound was closed in layers without 
drainage. The postoperative reaction was not 
exciting, despite the partial pneumothorax 
that developed as the result of the inadvertent 
opening of the pleura during exposure of the 
first rib. (The importance of this accident 
has been unduly emphasized. With the ad- 
vent of modern methods of intratracheal an- 
esthesia, the possibility of evacuating pleural 
air accumulations and antibiotic medication, 
the danger of damage to the pleura is no 
longer a serious problem and need not even 
be considered a reproach to a competent sur- 
geon.) 

The patient made an uneventful recovery 
and was able to leave the hospital about four 
weeks after the operation. Since then he has 
had complete restoration of painless motion, 
without any tendency to upward displacement 
of the sternal end of the clavicle (Figs. 7 
and 8). 


From a technical point of view the oper- 
ation presents no alarming hazards. The 


large vessels will be avoided if all pro- 
cedures are carried out close to the bone. 
With endotracheal anesthesia and the pos- 
sibility of inflating the lung the dangers 
of pleural puncture have been largely 
eliminated. The most serious obstacle, 
however, is inability to replace the clavicle 
accurately into its former position. This 
is probably due to disproportion between 
the sternal end of the clavicle and the 
fossa it previously occupied. It would ap- 
pear that reduction in the size of the 
clavicle is a necessary part of the prepara- 
tion for fascial reconstruction. 


SUMMARY AND CONCLUSIONS 


In the cases here presented the impor- 
tance of the rhomboid ligament is 
stressed. Even in those cases of arthritis 
in which resection is justified, the resec- 
tion must be such as not to jeopardize 
the integrity of this structure. When the 
ligament is torn, as in a dislocation, re- 
construction of the ligament and not re- 
section is the proper surgical procedure. 
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CONCLUSOES 


Nos casos aqui apresentados a impor- 
tancia do ligamento rhomboide tem sido 
destacada. Mesmo nos casos de artrite 
nos quais a resseccao é justificada, ela 
precisa ser tal que nao ponha em risco a 
integridade dessa estrutura. Quando o 
ligamento é dilacerado, tal como na des- 
locacéo, a reconstrucao do ligamento e a 
nao ressecéo é 0 processo cirurgico apro- 
priado. 


CONCLUSIONS 


On met en évidence, dans les cas pré- 
centés ici, l’importance du ligament rhom- 
boide. Méme dans les cas d’arthrite ot 
il est justifié de faire une résection, on 
doit respecté l’intégrité de ce ligament. 
Quand il y a torsion de ce ligament, comme 
dans les dislocations, la reconstruction de 
ce ligament et non la résection est la bonne 
méthode. ; 


CONCLUSIONES 


En los casos que se presentan se sefala 
la importancia del ligamento romboide. 
Aun en aquellos casos de artritis en que 
la reseccién se encuentra justificada, esta 
debe hacerse de manera que no compro- 
meta la integridad de la citada estructura. 
Cuando el ligamento se tuerce, como en 
una entorsis, la reconstrucci6n del liga- 
mento y no su reseccién es el procedi- 
miento quirtrgico mas adecuado. 


CONCLUSIONI 


Viene messa in luce l’importanza del 
ligamento romboideo nei casi riferiti nel 
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lavoro. Anche in quei casi di artrite in 
cui é giustificata la resezione, tale inter- 
vento deve essere condotto in modo da 
rispettare l’integrita del ligamento. 
Quando il ligamento é torto, come avviene 
nella lussazione, |’intervento corretto con- 
siste nella sua ricostruzione, e non nella 
resezione. 
ZUSAM MENFASSUNG 


An Hand der angefuehrten Faelle wird 
die Bedeutung des Lig. rhomboideum 
hervorgehoben. Auch in Faellen von Ge- 
lenkentzuendung, wo eine Resektion ge- 
rechtfertigt ist, muss diese so ausgefuehrt 
werden, dass das Lig. rhomboideum un- 
beschaedigt bleibt. Ist das Ligament-zum 
Beispiel im Fall einer Verrenkung-geris- 
sen, so ist seine Wiederherstellung und 
nicht seine Resektion das angezeigte chir- 
urgische Verfahren. 
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The Mind of Samuel Johnson 


Such is the delight of mental superiority, that none on whom nature or study 
have conferred it, would purchase the gifts of fortune by its loss. 
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Acute Sigmoid Diverticulitis 


J. WILLIAM THOMPSON, M.D., F.A.C.S., F.1.C.S. 
ST. LOUIS, MISSOURI 


in the general population is not pre- 

cisely known, and it is impossible to 
make an accurate estimate. Since many 
persons are unaware of the presence of 
these lesions except when the tiny 
saccules undergo inflammatory change, a 
certain amount of confusion and differ- 
ence of opinion will continue to exist, 
particularly with regard to therapeutic 
principles. The purpose of this paper is, 
therefore, to discuss briefly some observa- 
tions in the pathologic anatomy of this 
condition, as these basic factors influence 
the clinical course of the disease as well 
as the methods of treatment, whether con- 
servative or measures or radical surgical 
procedures are employed. 

Examination of the colon by barium 
enema, according to Ochsner and Bargen,! 
revealed that 7 per cent of 2,984 patients 
presented evidence of diverticulosis. Hay- 
den’s* series of 6,426 patients manifested 
the condition in only 3 per cent. Pember- 
ton*® reported from the Mayo Clinic that, 
in 47,000 roentgenograms of the colon, 
diverticula were observed in 8.5 per cent. 
Forbest estimated that approximately 1 
per cent of the general population harbor 
diverticula of the colon. However, every 
gastroenterologist and _ roentgenologist 
observes the little barium-filled pouches 
depicted on the films taken in routine com- 
plete gastrointestinal roentgen examina- 
tions. The number of patients of the en- 
tire group who suffer from symptoms 
caused by inflammation in the tiny sac- 
cules is small, but it is well to emphasize 
the fact that, though relatively few, these 
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patients are potentially subject to grave 
risks and prolonged incapacitating illness, 
possibly requiring at least one or more 
major abdominal surgical procedures. 
Brief illustrative case reports will follow. 

Diverticula may be described as tiny 
hernial outpouchings of the mucosa and 
submucosa of the colonic lining mem- 
brane. They occur at points where the 
blood vessels (veins) leave the intestinal 
wall. There are probably several combin- 
ing factors that result in their formation; 
obesity, chronic constipation, distention 
of the colon by gas (meteorism), cardiac 
venous stasis and congestion, which pro- 
duces distention of the spaces in the 
colonic wall through which the vessels 
pass. The descending and sigmoid portions 
of the colon function as the chief de- 
hydrating area where the feces are com- 
pressed, molded and expelled along the 
colonic channel. This prolonged and con- 
tinuous physiologic trauma, combined 
with some congenital muscular deficiency 
or the atonia of declining years, accounts 
for the fact that patients of middle age 
and older are more liable to pathologic 
complications. The complications are al- 
most invariably due to infection of the 
saccules by the bowel content, physiologic 
trauma of dehydrated tiny “marbles” of 
hard feces causing pressure necrosis, 
ulceration, infection, hemorrhage into the 
colon, gangrene and rupture into the free 
peritoneal cavity or into adjacent mesen- 
teric or pericolonic tissues. The most 
alarming changes, of course, are those 
causing acute perforation or severe ex- 
sanguinating hemorrhage. Repeated bouts 
of acute inflammation may eventuate in 
perforation into adjacent organs, such as 
the urinary bladder, the kidney, the 
vagina, or the small intestine, or through 
even the entire abdominal wall in the 
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Fig. 1.—Autopsy specimens; sigmoid-uterus, adnexa, broad ligaments. 
Abscesses in left broad ligament (A) which caused 


Toothpicks demonstrate diverticular openings communi- 


obstruction (P). Diverticula openings (D). 


death by perforation—general peritonitis. 
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Peridiverticulitis causing 


eating with abscesses. 


left lower quadrant. In a case of repeated 


acute exacerbations there will result 
eventually a dense, firm mass of tissue, 
(peridiverticulitis) containing dense fat 
and fibrous granulation tissue which, at 
the operating table, is almost indistin- 
guishable from carcinoma. Microscopi- 
cally giant cells are sometimes observed, 
usually of the “foreign body” type, but 
occasionally resulting in a mistaken diag- 
nosis of tuberculosis. 

The precise location of any diverticulum 
undergoing inflammatory changes will de- 
termine the complications and the clinical 
course presented. Since the lesion may 
occur anywhere in the colon, this factor 
must be kept continuously in mind. Di- 
verticula are, however, much more fre- 
quent in the sigmoid region. They are 
usually located along the longitudinal 
taeniae coli or even within the taeniae. 
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They are usually multiple and frequently 
appear as bulgings into the appendices 
epiploicae. Acute purulent diverticulitis 
may present the clinical picture of “left- 
sided appendicitis”. If the diverticular 
sac is not surrounded by fat, perforation 
into the general peritoneal cavity, with 
fulminating and fatal peritonitis, may 
quickly follow. 

In the more distal regions of the sig- 
moid, repeated acute inflammation results 
in periproctitis, with a brawny, phleg- 
monous type of secondary and chronic 
edema producing obstruction of the in- 
testinal lumen and simulating carcinoma 
of the upper part of the rectum. Invasion 
of the venous system may result in metas- 
tatic abscess of the liver due to pyle- 
phlebitis of the portal roots. Abscess 
formation, attachment to and perforation 
into the urinary bladder is not an infre- 
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quent occurrence. Under these circum- 
stances the patient will usually require 
multiple surgical procedures, e. g., tem- 
porary diversionary colostomy, resection 
and anastamosis of the sigmoid and clo- 
sure of the temporary colostomy. The left 
adnexa of the female patient may present 
an inflammatory diverticular mass; this 
is apt to be confused with primary tubo- 
ovarian inflammatory disease. This pos- 
sibility should always be considered. 
Furthermore, I have observed a number 
of patients operated on for pelvic inflam- 
mation which proved to be either carci- 
noma of the pelvic or the sigmoid portion 
of the colon or a peridiverticular inflam- 
matory mass. Digital examination of the 
rectum, proctosigmoidoscopic study, bar- 
ium enema fluoroscopic examination and 
a roentgenogram should always be con- 
sidered when bimanual pelvic vaginal ex- 
amination reveals a tender, semifixed 
mass in the left female adnexa. 

Lateral location of a repeatedly acutely 
inflammed diverticulum will be more apt 
to produce the “left-sided appendicitis” 
syndrome. If repeated episodes occur 
over an extended period, eventual per- 
foration into the anterolateral abdominal 
wall will result in an abscess which may 
even drain itself spontaneously, but more 
than likely will be opened and will result 
in an external fecal fistula. 

CASE 1.—J. G., a 55-year-old man, was ad- 
mitted to De Paul Hospital on May 7, 1944, 
complaining of pain in the left lower quadrant 
of the abdomen of about two weeks’ duration. 
There was an increasing sense of pressure 
on the bladder and a constant desire to uri- 
nate. Gradually a mass began to form in the 
left lower abdominal quadrant. This mass 
became increasingly tender, grew larger and 
was “sore as a boil.” 

Examination on admission revealed the 
patient to be rather obese. A tender, hard 
mass was present in the left lower abdominal 
quadrant. At one point the mass was red, 
quite tender, and semifluctuant. The leukocyte 
count was 20,000 per cubic millimeter of 
blood, and the temperature was elevated to 
101 F. 

Local anesthesia of the skin was induced, 
and the fluctuant area in the left lower quad- 
rant was incised. A large amount of colon 
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bacillus pus escaped. A small rubber dam 
drain was inserted into the cavity. The tem- 
perature immediately returned to normal. On 
medication per os with sulfasuxidine the 
abscess quickly ceased to drain and the mass 
rapidly diminished. Subsequent examination 
after a barium enema demonstrated multiple 
diverticulosis of the sigmoid. The patient has 
remained free from symptoms and has refused 
to submit to surgical treatment, which, how- 
ever, was not urged upon him. 

Virchow,’ almost a hundred years ago, 
observed the frequent occurrence of di- 
verticulitis as “isolated circumscribed 
adhesive peritonitis,” particularly in the 
hepatic, splenic and sigmoid flexures of 
the colon. He attributed the origin of 
local inflammatory changes to constipa- 
tion. His concept has not been greatly 
elaborated during the intervening cen- 
tury. C. H. Mayo® in 1912 wrote of the 
surgical importance of diverticula. 

Sabeti,’ in a clinical review of this 
subject, cited various authors whose ex- 
periences with diverticulosis have been 
extensive. The incidence of inflammatory 
change, or diverticulitis, is variable. 
Smithwick*® reported an incidence of 25 
per cent in 2,400 cases of diverticulosis. 
Buie,® in 1,549 cases of diverticula of the 
sigmoid, noted that about half of the 
patients complained at some time of 
symptoms attributable to inflammation 
or abnormal physiologic activity. Ochsner 
and Bargen! reported an incidence of 27 
per cent in almost 3,000 cases. There- 
fore, one might conclude that 1 out of 4 
patients harboring diverticula will mani- 
fest some evidence of disease secondary 
to inflammation of these saccules. In my 
opinion these figures are not indicative 
of the actual incidence of this condition. 
This impression is gained from almost 
daily demonstration in any busy roent- 
genologic room where examination of 
the gastrointestinal tract is carried out. 
A few or more diverticula are so com- 
monly seen that they are almost disre- 
garded unless the patient has clinical 
symptoms that call the particular atten- 
tion of the roentgenologist to this area 
of the colon. It is my opinion, however, 
that their presence should invariably be 
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Fig. 2.—Multiple diverticula. 


noted on the report of the roentgen ex- 
amination, because it is impossible to 
predict just which diverticulum will be- 
come the site of pathologic change—and 
when. 

The chief symptom of acute diverticuli- 
tis is usually pain localized in the lower 
part of the abdomen, on either the left 
or the right side. This is most confusing 
and leads to the mistaken diagnosis of 
acute appendicitis, the incidence of ap- 
pendicitis being overwhelmingly greater 
than that of diverticulitis. Nausea, vom- 
iting, fever and leukocytosis are frequently 
concomitant. Severe exsanguinating hem- 
orrhage has been observed in 2 elderly 
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There were recurring acute symptoms and occasional bleeding, 
Resection is indicated in this type of condition. 


male patients, 1 of whom died in spite 
of repeated transfusions. 

Clinical manifestations of the disease 
will vary according to the anatomic loca- 
tion of the involved saccules and the ad- 
jacent organs affected, such as the bladder, 
in which cystitis, pyuria and pneumaturia 
may be manifested. The confusing prob- 
lem of the female left adnexa has been 
mentioned. 

The diagnosis of acute sigmoid diver- 
ticulitis must depend on an alertness to 
the possibility that it may exist. The fact 
that diverticulosis is so commonly en- 
countered leads to a certain complacency, 
and the possibility is overlooked, particu- 
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larly when the typical picture of the 
“acute surgical abdomen” is presented, 
since there are sO Many more common 
causes—perforated peptic ulcer, gangre- 
nous appendicitis, acute pancteatitis with 
peritonitis, or severe cholecystitis with 
gangrene or perforation. Sabeti’ stated, 
that “generally a definite diagnosis may 
be made only at operation.” 

CASE 2.—G. T., a 56-year-old man previ- 
ously well, whose appendix had been removed 
in 1923, entered the hospital on May 21, 1950, 
because of sudden severe abdominal pain. His 
most recent normal bowel movement had oc- 
curred on May 18. Self-administered magne- 
sium citrate had failed to provide relief. There 
was no previous history of such conditions as 
intermitten diarrhea, constipation, indiges- 
tion, hematemesis or blood in the stools. There 
was no nausea or vomiting. 

Physical examination demonstrated marked 
distention of the lower part of the abdomen, 
with the skin burned by a hot water bottle. 
No bowel sounds were present, and the entire 
right lower quadrant was exquisitely tender. 
The leukocytes numbered only 4,100 per cubic 
millimeter of blood, but there was a marked 
“left shift” with 3 per cent juvenile and 27 
per cent stab cells present. A diagnosis of 
“acute surgical abdomen” was made, the alter- 
native possibilities of volvulus and intestinal 
obstruction with circulatory impairment being 
kept in mind. 

An emergency laparotomy (May 21) through 
a low right rectus incision disclosed general- 
ized peritonitis, the source of which proved 
to be a perforated diverticulum of the sig- 
moid. The pelvic cavity contained an abscess, 
from which the pus was aspirated. There was 
considerable peridiverticulitis about the site 
of perforation. A second incision was made 
in an oblique fashion in the left lower quad- 
rant, through which the sigmoid colon was 
resected by means of Rankin’s!® three-bladed 
clamp. The incision was closed around the 
exteriorized loops of bowel (so-called obstruc- 
tive resection), and a No. 20 F Pezzer catheter 
was inserted through a small stab wound in 
the proximal segment. The original right 
rectus incision was routinely closed in ana- 
tomic layers. 

The patient was given penicillin and dihydro- 
streptomycin, together with the usual post- 
operative measures. A clamp was applied to 
the colostomy spur on May 31. The clamp cut 
through the spur after eight days, and the 
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patient was dismissed from the hospital on 
June 9, with a fecal fistula. His bowels moved 
partially per rectum. On July 25 the colos- 
tomy opening was closed in the usual manner 
by freeing the bowel from the abdominal wall, 
freshening the edges and approximating them 
with fine Dulox catgut. Recovery thenceforth 
was uneventful. Examination by barium 
enema subsequently indicated a normal-sized 
colon with a lumen of ample caliber. The 
patient considered himself completely well. 

CASE 3.—W. P., a man aged 29, entered the 
hospital as an “acute abdominal emergency” 
on July 9, 1951. He complained of increas- 
ingly severe pain in the lower part of the 
abdomen during the previous forty-eight 
hours, accompanied by frequent bowel move- 
ments (eight in each twenty-four hours). 
There was only slight nausea. The tempera- 
ture on admission was 100.8 F., and the pulse 
rate 120. The patient appeared quite ill. His 
abdomen was obese and boardlike in rigidity, 
and there was exquisite tenderness in the 
right lower quadrant of the abdomen. The 
leukocyte count was 18,600 per cubic milli- 
meter of blood, with 80 per cent polymorpho- 
nuclears. 

The diagnosis of “acute surgical abdomen” 
(probably ruptured gangrenous appendicitis 
or cholecystitis) was considered most likely, 
and the abdomen was opened (spinal anes- 
thesia) through an exploratory mid-right 
rectus incision. The appendix was examined 
first and removed, though it did not seem to 
account for the severity of the patient’s symp- 
toms. The gallbladder was examined; though 
somewhat thickened throughout its wall, it 
also failed to account for the symptoms pre- 
sented. Further exploration of the pelvic and 
terminal portions of the ileum revealed an 
inflammatory mass with adherent small bowel, 
caused by a perforated sigmoid diverticulum. 

The first incision was closed and a second 
oblique one made in the left lower quadrant. 
The sigmoid colon containing the inflamma- 
tory mass was resected by means of Rankin’s 
clamp. A No. 20 F catheter was sewed into 
the proximal loop of exteriorized bowel to 
permit immediate escape of gas. The inci- 
sion was closed around the loops of bowel held 
securely by the clamp. 

The patient was given penicillin and dihydro- 
streptomycin in large daily doses, together 
with the usual supportive measures, such as 
intravenous alimentation and sedation. He 
recovered without incident, and a spur-crush- 
ing clamp was applied on July 23, with the 
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use of intravenous sodium pentothal anes- 
thesia. The clamp cut through the tissues in 
seven days. The bowels moved naturally per 
rectum, and the patient was discharged on 
August 2. It appeared that the fecal fistula 
would close spontaneously. 

The subacute and chronic recurrent 
manifestations are less spectacular but 
none the less troublesome. These involve 
careful differential clinical diagnosis be- 
tween carcinoma of the rectum and left 
adnexal disease in the female. 

Routine physical examination, together 
with sigmoidoscopic study, the barium 
enema, cystoscopic study when indicated, 
and the advantage of the knowledge of 
preexisting diverticulosis in the patient 
are valuable aids to clinical judgment. 
Frequently the diagnosis is ridiculously 
simple, particularly in cases of vesico- 
colic fistula when the patient relates the 
experience of passing bubbles of gas 
during micturition. 

CasE 4.—C. H., a 72-year-old man, pre- 
sented himself with the complaint of “passing 
bubbles of gas with the urine.” His previous 
health had been consistently good. He had 
been operated on for bilateral hernia. A 
barium enema disclosed multiple diverticula 
of the sigmoid. A mass was palpable per rec- 
tum. There had been no bleeding per anum. 

On Aug. 9, 1948, a low midline incision was 
made in the hope that perforation into the 
bladder and resection of the sigmoid might 
be accomplished at one sitting. This appeared 
to be unwise, however, and a diversionary 
transverse colostomy was made on October 14. 
The abdomen was reopened through a low 
midline approach; approximately 12 to 14 
inches (30.4 to 35.5 cm.) of the sigmoid and 
pelvic portions of the colon was resected and 
an end-to-end anastamosis performed. The 
previously edematous tissues had become con- 
pletely resolved, and the procedure was rela- 
tively simple. The patient made an uneventful 
recovery under the usual postoperative regi- 
men of antibiotics and supportive measures. 
The transverse colostomy was closed on Octo- 
ber 30, and the patient has remained well. It 
was necessary to have transurethral prostatic 
resection performed by a urologist in 1950. 
This procedure was successful. 

CASE 5.—A. D. B., a 51-year-old man, com- 
plained of gradually increasing constipation. 
There was occasionally some blood in the stool. 
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Examination revealed a mass in the pelvic 
cavity. A barium enema disclosed an ob- 
struction in the sigmoid, as well as the pres- 
ence of multiple diverticula. The results of 
sigmoidoscopic examination were noncontribu- 
tory. 

After preparation the abdomen was opened 
through a low midline incision on March 3, 
1947. No evidence of carcinoma was detected, 
but a firm mass filled the true pelvic cavity. 
A transverse colostomy was made and the 
lower incision closed. On May 10 the lower 
part of the abdomen was reentered. The 
chronic inflammatory mass had undergone 
resolution, and it was readily possible to re- 
move the entire sigmoid portion of the colon, 
which had formed the mass, and to make an 
end-to-end anastamosis by the open method, 
employing fine chromic catgut (Dulox). Re- 
covery was uneventful, and the transverse 
colostomy was closed on May 10. 

The patient subsequently suffered an attack 
of coronary thrombosis, from which he 
recovered. 

The most trying situation arises when 
it is impossible to decide between a diag- 
nosis of carcinoma or phlegmon, sec- 


ondary acute and chronic peridiverticuli- 


tis, with complete or partial obstruction in 
the upper portion of the rectum or the 
sigmoid region. In the event of obstruc- 
tion, cecostomy or colostomy may be re- 
quired as a life-saving measure before 
elective removal can be undertaken sub- 
sequent to resolution of the inflammatory 
process. Because of the brawny phleg- 
monous character of the peridiverticular 
inflammation it is usually imperative to 
perform a transverse colostomy prior to 
deferred elective resection. Biopsy is 
sometimes not definitive in differential 
diagnosis, because obstructive carcinomas 
usually are surrounded by a concomitant 
dense chronic inflammatory reaction in 
the adjacent tissues. 

CASE 6.—C. B., a 39-year-old man, entered 
De Paul Hospital on Dec. 27, 1946, with his 
abdomen enormously distended. He stated that 
nearly two years earlier he had been operated 
on elsewhere; a colostomy was performed be- 
cause of “inoperable” carcinoma of the rec- 
tum. Subsequent to this event his course did 
not follow the downhill trend usually charac- 
teristic of cancer. He had then been reexam- 
ined and the colostomy opening closed because 
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there was no evidence of carcinoma. He was 
well for several months, but gradually increas- 
ing constipation supervened and progressed to 
total obstruction, which convinced him that the 
“cancer” had returned.” 

On December 27 an emergency cecostomy 
was made through an oblique incision in the 
right lower abdominal quadrant, a large (32 
F) Pezzer catheter being employed. The pa- 
tient responded well to this decompression 
procedure, so that on Jan. 10, 1947, the abdo- 
men was reentered through the lower left rec- 
tus muscle. An inflammatory mass charac- 
teristic of subacute diverticulitis, with 
peridiverticular inflammation, was removed 
and an end-to-end anastamosis done with fine 
chromic catgut. The cecostomy tube was al- 
lowed to remain until the patient had normal 
bowel function, when it was withdrawn from 
the opening. Recovery was uneventful. The 
patient has remained completely well and is 
following his trade as a barber. Examination 
by barium enema after the operation demon- 
strated normal colonic outlines. 

CASE 7.—Mrs. C. B., aged 54, had com- 
plained of occasional pain in the left side for 
several years, “worse in the past two months.” 
Her bowels functioned moderately well, re- 
quiring an occasional cathartic. Her physician 
observed, on pelvic examination, a mass in 
the left adnexal area which he believed to be 
a tubo-ovarian mass with inflammation. A 
barium enema examination was not made at 
this time, but surgical intervention was ad- 
vised. Early in 1950 a laparotomy was per- 
formed by her physician-surgeon, who dis- 
covered that the mass in the left adnexa was 
not tubo-ovarian in origin, but a subacutely 
inflammed peridiverticular mass. He closed 
the abdomen and gave the patient antibiotic 
medication by mouth, and she was sent to 
De Paul Hospital for further surgical treat- 
ment. 

On June 21 the abdomen was _ reopened 
through the low midline incision made two 
weeks earlier. There was no evidence of 
malignant disease. The pelvic mass was, in- 
deed, inflammatory, the inflammation being 
secondary to multiple diverticulosis. A re- 
section with an end-to-end anastamosis was 
performed. A complementary decompressive 
cecostomy was made, after removal of the 
appendix, by suturing a large (No. 30 F) 
Pezzer catheter into the base of the cecum and 
bringing the catheter out through a small stab 
wound in the right lower quadrant at the most 
convenient place near the inguinal ligament. 
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The patient made an uneventful recovery un- 
der the usual regimen of antibiotics and sup- 
portive measures. 

TREATMENT 


Conservative Therapy Versus Radical 
Operation.—Because of the fact that anti- 
biotic drugs have been the most important 
factor in the reduction of morbidity and 
mortality in surgery of the large intes- 
tine, it becomes necessary to reevaluate 
the criteria for selection of patients in 
whose cases resection seems indicated. 
Recent years have demonstrated to all 
experienced abdominal surgeons that pri- 
mary anastamosis of the colonic walls is 
a safe procedure for properly prepared 
patients. 

Prevention and control of complications 
secondary to infection permit the surgeon 
to proceed with confidence that his patient 
will leave the hospital in a reasonably 
short time, his experience being compara- 
ble to those of patients subjected to 
operations on other intra-abdominal vis- 
cera. Therefore, when because of the po- 
tential morbidity and mortality involved, 
this disease is permitted to progress when 
uncontrollable by dietary and medical 
measures, surgical resection would seem 
advisable in certain well chosen cases. 
Such a policy would seem emphatically 
suitable when one or more large thin- 
walled diverticula can be demonstrated by 
barium enema. The dire possibility of 
sudden acute perforation makes resection 
not only advisable but imperative, as is 
shown by the following dramatically con- 
trasting case reports: 

CASE 8.—P. F., a man aged 52, entered the 
hospital on Sept. 12, 1949, about 3 p.m. He 
was in a state of extreme shock, toxemic and 
pulseless, without detectable blood pressure. 
He stated that he had arisen the night before 
to urinate. While doing so, he also had a nor- 
mal stool. At the same time he was seized 
with a sudden violently severe pain across 
the lower part of the abdomen. He vomited 
and “broke out in a cold sweat.” He was able 
to go to his work, but could not remain on 
the job and was sent to the hospital. 

Roentgenograms of the abdomen and thorax 
were noncontributory. The leukocytes num- 
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Fig. 3 (Mrs. L. H.).—Single thin-walled diverticulum, not surrounded by fat. 
extremely hazardous, owing to possible acute perforation. Resection is imperative. 


bered only 5,000 per cubic millimeter of blood, 
and the differential count revealed an over- 
whelming picture of infection and toxemia, 
there being 11 “juveniles” present. Despite 
measures to combat the toxemia and collapse, 
such as intravenous infusions, administration 
of neosynephrin and blood transfusions, there 
was no response, and the patient died a few 
hours after admission. 

“Perforation of the lower bowel” had been 
suspected by his attending physician. Autopsy 
was performed and revealed acute generalized 
fibrinopurulent fecal peritonitis caused by a 
perforated, gangrenous diverticulum of the 
rectosigmoid juncture. Several other diver- 
ticular were present. The perforated diverticu- 
lum was not surrounded by fat, and the fecal 
content of the bowel had been emptied into 


THOMPSON: ACUTE SIGMOID DIVERTICULITIS 


This type is 


the general peritoneal cavity through the 
gangrenous opening. 

CASE 9.—Mrs. L. H., a 54-year-old woman, 
presented herself with a history of blood and 
mucus in the stools, together with alteration 
of bowel habit. She had always been in good 
health except for gallstones requiring chole- 
cystectomy in 1948. Physical and laboratory 
examinations gave negative results. Sigmoido- 
scopic study showed nothing abnormal. A 
barium enema, however, revealed a suspicious 
filling defect in the sigmoid, together with 
multiple diverticula, one of which was large 
and appeared to contain some gas. Because of 
the presence of this large saccule and the 
possibility of an associated neoplasm, surgical 
intervention was urgently advised. 

At operation, on March 25, 1950, the ab- 
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domen was opened through a low midline 
incision. No evidence of neoplasm was ob- 
served. The sigmoid colon containing the 
diverticula was resected and end-to-end anas- 
tamosis performed, with employment of the 
so-called aseptic technic described by Rankin, 
with the three-bladed clamp. The suture line 
was protected with adjacent fat. A Penrose 
cigarette drain was placed in the pelvic cavity 
because of slight oozing caused by dissection 
of adherent peritoneum. The patient made an 
uneventful recovery. . 

The striking contrast between these 2 
patients emphasizes the importance of 
knowing that this type of diverticulum 
was present in the case of L. H. It was 
possible to save her life, perhaps, by pre- 
venting the possibility of perforation 
through surgical removal of the potential 
cause of disaster. 

It is true that such eminent surgeons 
as Rankin and Graham have counseled 
that. resection be undertaken only for 
urgent reasons, but there are exceptions 
in which, if operation is performed elec- 
tively, such urgency can be avoided. There 
can be no controversy about the operative 
technicalities involved in managing the 
acutely perforated lesion or the lesion that 
presents dense subacute inflammatory in- 
duration of adjoining mesenteric or fatty 
structures. Cecostomy or transverse colos- 
tomy is the treatment of choice for de- 
compression or the obstructive lesion, 
obstructive resection for acute perfora- 
tion emergencies when technically pos- 
sible. Lesions perforating into the blad- 
der, vagina, or small bowel must be 
managed, with very rare exceptions, by a 
three-stage series of procedures designed 
to permit resolution of the inflammation, 
removal of the affected bowel, restora- 
tion of its continuity and, finally, closure 
of the temporary diversionary colostomy. 

Experience tempers judgment in all 
fields of medicine, and it would be un- 
wise to suggest that operation be per- 
formed on all patients with diverticula 
of the sigmoid or other regions of the 
colon. Antibiotic drugs and dietary regi- 
mens have unquestionably aided in the 
conservative management of the clinical 
problems of diverticulosis. Many patients 
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have thereby avoided operations. Every 
physician, nevertheless, has the direct 
responsibility of careful clinical evalua- 
tion of the patient with diverticulosis on 
the basis of a precise appraisal of the 
pathologic-anatomic features concerned 
with associated inflammatory disease. At- 
tention to these factors can be the means 
of preventing morbidity, mortality and 
frequently great economic loss. 

Severe exsanguinating hemorrhage is 
a rare complication of multiple diverticu- 
losis. The following brief case reports are 
examples. One of these patients recovered 
after multiple transfusions, antibiotics 
and other supportive measures; the other 
died, and autopsy revealed infection ul- 
ceration into arteriosclerotic vessels, the 
source of hemorrhage. 


CASE 10.—J. W. T., a man aged 79, previ- 
ously well except for one attack of acute chole- 
cystitis, had a sudden profuse hemorrhage 
per anum. Bed rest and sedation were carried 
out, but one day later the hemorrhage re- 
curred more profusely. The patient was known 
to have diverticulosis of the colon, discovered 
on routine gastrointestinal series, but sig- 
moidoscopic examination was done to rule out 
possible carcinoma of the lower portion of the 
colon. The results of this examination were 
not definitive, because of the large amount of 
fresh blood observed. Several smaller episodes 
of bleeding ensued within the following forty- 
eight hours despite repeated transfusions. 
The red blood cell count went as low as 2,100,- 
000 per cubic millimeter, and the hemoglobin 
level as low as 40 per cent. 

The patient experienced a stormy course. 
Pneumonia developed, which responded to 
penicillin in large doses. Because of the pa- 
tient’s age, chronic emphysema and general- 
ized arteriosclerosis, operation was considered 
only as a possible extreme measure to control 
the bleeding. The response to repeated trans- 
fusions was satisfactory, however, seventy-five 
to one hundred hours after the initial hemor- 
rhage. He was discharged from the hospital 
three weeks from the day the bleeding began. 
At this time the erythrocyte count was 3,500,- 
000 per cubic millimeter of blood and the value 
for hemoglobin 64 per cent. There has been 
no bleeding from the bowel since, and the 
patient has remained well except for the de- 
crepitude of advancing years. 


CASE 11.—W. J. B., a 77-year-old man, was 
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Fig. 4 (Mrs. L. H.).—Postoperative barium enema. 


admitted to the hospital for a “checkup” in 
September 1946. The essential observations 
were chronic pulmonary emphysema and evi- 
dence of generalized arteriosclerosis, including 
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Open end-to-end anastamosis. 


electrocardiographic evidence of pathologic 


change in the myocardium. 


On Oct. 1, 1947, the patient was re-admitted 


because of hematemesis. 


In the course of 
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twenty-four hours he again vomited copious 
amounts of blood and also passed a large quan- 
tity of blood per rectum. The blood pressure 
in millimeters ef.mercury fell from 170 systol- 
ic and 110 diastolic to 110 systolic and 60 
diastolic. 

The patient did fairly well on the usual 
supportive measures, including repeated trans- 
fusions of whole blood, until October 10, when 
an extreme amount of blood gushed from the 
rectum and the patient quickly died. 

Autopsy showed chronic emphysema, coro- 
nary sclerosis and generalized atheromatosis. 
The colon, from the cecum to the rectosigmoid 
juncture, contained numerous diverticula, lo- 
cated alongside the taenia coli. Their number 
and frequency were increased in the distal 
portions of the colon. The whole sigmoid con- 
tained an accumulation of clotted and partly 
clotted blood. After the fecal contents of the 
diverticula had been removed, the mucosal 
lining appeared hemorrhagic. The cause of 
death was concluded to be “acute exsanguina- 
tion due to hemorrhage from multiple diver- 
ticula of the sigmoid colon.” 

There arises the question of whether 
or not surgical intervention should be at- 
tempted in patients with alarming hemor- 
rhage, especially the younger patients. It 
is difficult to determine the precise source 
of such hemorrhage from among the nu- 
merous diverticula. Since experience has 
shown that the sigmoid colon is the most 
frequent site of pathologic inflammatory 
change, exploratory laparotomy might be 
suggested as a life-saving measure, with 
employment of obstructive resection or 
primary anastamosis if deemed feasible. 
Such a heroic approach should be given 
most careful consideration before it is 
undertaken, and should be contemplated 
only when conservative measures appear 
to be inadequate. 


COMMENT 

From an investigation of the records 
of the De Paul Hospital since 1939, it 
appears that 104 patients have presented 
symptoms diagnosed as due to diverticu- 
losis or diverticulitis. Of these only 15 
have been subjected to surgical proced- 
ures, because of severe complications 
such as peridiverticulitis, with or without 
abscess; perforation; partial or total ob- 
struction, and fistula. 
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These facts correspond with the re- 
ports of Scott,'! who has stated that 70 
to 90 per cent of patients can avoid opera- 
tion except for the complications men- 
tioned. Flynn,'* however, expressed the 
opinion that more progress could be made 
in selecting patients for operation, ex- 
tending the scope of indications because 
of diminished risk. It is his conviction 
that less attention has been given to the 
problem of diverticulitis than to the man- 
agement of other nonmalignant lesions 
of the colon, such as ulcerative colitis. 
Other experienced surgeons and clinicians 
emphasize the conservative attitude, at the 
same time pointing out diminishing mor- 
bidity and mortality rates due to extensive 
use of antibiotic drugs. 

Mayfield and Waugh,'* Mayo and 
Blunt,!* Dixon’ and Weber'® from the 
Mayo Clinic, Boyden’? and others have 
recently contributed their valuable experi- 
ences to the literature on this subject. It 
is to be hoped that gastroenterologists 
and abdominal surgeons will combine their 
talents in a reappraisal of the problems 
of colonic diverticulosis and its complica- 
tions. Only in this way can progress be 
made in diminishing the suffering and 
economic loss caused by these tiny but 
occasionally deadly saccules. 


SUMMARY 


1. The important relation between the 
anatomico pathologic picture of diver- 
ticula of the colon and its clinical mani- 
festations is emphasized. _ 

2. Brief illustrative case reports are 
presented. 

3. A reappraisal of the entire problem 
of diverticulosis and its clinical compli- 
cations is suggested, with particular ref- 
erence to the prevention of certain serious 
complications, such as acute perforation 
with peritonitis and death from extreme 
exsanguination. 

4. The presence of diverticula in the 
colon should always be recorded, in order 
that the physician and surgeon may con- 
sider their relation to the “acute ab- 
domen.” 
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1. A importante relacao entre o quadro 
anatomo-patologico do diverticulo do colon 
e suas manifestacées clinicas é realcada. 

2. Observacées resumidas de casos ilus- 
trativos sao apresentadas. 

3. A reavaliacéo do inteiro problema 
da diverticulose e de suas complicacgdes 
clinicas é sugerida, com particular ref- 
eren-cia a prevencaéo de certas compli- 
cacdes sérias, tais como a_ perfuracao 
aguda com peritonite e morte por extrema 
exsanguinacao. 

4. A presenca de diverticulos no colon 
deve sempre ser lembrada de mddo que 
o medico e o cirurgiao possam considerar 
sua relacéo ao abdomen agudo. 


RESUME 


1. La relation importante entre |’allure 
anatomo-pathologique d’un diverticule du 
colon et ses manifestations cliniques est 
mise en valeur. 

2. On présente briévement des cas 
cliniques pour illustrer cette relation. 


3. Une reconsidération du probléme de 
la diverticulose en son entier et de ses 
complications cliniques est suggérée, en 
appuyant sur la prévention de certaines 
complications sérieuses comme la perfora- 
tion aigue avec péritonite; et la mort par 
exsanguination extréme. 

4. La presence de diverticules au niveau 
du colon devrait toujours étre signalée a 
un patient de telle sorte que le médecin 
ou chirurgien puisse considérer leur re- 
lation possible avec un abdomen aigu. 


RIASSUNTO 


1. Viene sottolineata la stretta re- 
lazione fra caratteri anatomo-patologici e 
quadri clinici della diverticulosi del colon. 

2. Vengono brevemente riferiti i dati 
di un caso tipico. 

3. Viene suggerito un riesame dell’in- 
tero problema della diverticulosi e delle 
sue complicazioni, con particolare ri- 
guardo alla profilassi di aleune compli- 
canze gravi come la perforazione acuta 
con peritonite e la morte da gravissima 
emorragia. 
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4. La presenza di diverticoli nel colon 
dovrebbe essere sempre tenuta presente 
in modo che il medico e il chirurgo potes- 
sero considerarne ]’eventuale relazione con 
una sindrome addominale acuta. 


ZUSAM MENFASSUNG 


1. Die wichtige Beziehung zwischen 
dem pathologisch-anatomischen Bilde.der 
Dickdarmdivertikel und ihren klinischen 
Erscheinungen wird betont. 

2. Kurze erlaeuternde Krankheitsbe- 
richte werden vorgelegt. 

3. Es wird angeregt, das gesamte Pro- 
blem der Divertikulose und ihrer klini- 
schen Komplikationen neu abzuwaegen 
mit dem besonderen Ziel der Vorbeugung 
gewisser ernster Zwischenfaelle wie 
akuten Durchbruchs mit Bauchfellent- 
zuendung und toetlichen Blutverlusts. 

4. Das Bestehen von Divertikeln des 
Dickdarms sollte stets berichtet werden, 
um dem Arzt und dem Chirurgen das 
Inbetrachtziehen dieser Erkrankung in 
Faellen von akuten Bauchzustaenden zu 
ermoeglichen. 


RESUMEN 


1. Se sefala la importante relacién 
entre el cuadro anatomopatologico del di- 
verticulo del colon y sus manifestaciones 
clnicas. 

2. Se. presentan comunicacién sobre 
breve caso ilustrativo. 

3. Se sugiere una revisién de todo el 
problema de la diverticulosis y sus com- 
plicaciones clinicas, con particular refe- 
rencia respecto a la prevencién de ciertas 
complicaciones graves, como la perfora- 
ci6n aguda con peritonitis y la muerte por 
exsanguinaci6n extrema. 

4. Debe recordarse siempre la presencia 
del diverticulo del colon, para que el 
médico y el cirujano puedan considerar 
su relacién con el “abdomen agudo.” 
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Synovial Sarcoma 
Report of Five Cases 
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by Smith in 1927 to designate a 

malignant tumor arising from serous 
lining of synovial cavities (joint synovial 
lining and the synovial linings of overly- 
ing bursae). These tumors may also arise 
from fascial aponeurosis. 

Considerable interest has been evi- 
denced in the past few years concerning 
synovial sarcomas, and more cases are 
continually being reported. This fact is 
due in no small part to progress in the 
study of mesenchymal tumors by the 
pathologist, who is now recognizing sar- 
comas with definite synovial characteris- 
tics. We recently encountered our first 
case of synovial sarcoma, which, inci- 
dentally, was the first case reported by 
the hospital where the operative treatment 
was given. We concluded that it would 
be informative to review the literature to 
date on synoviomas and to report our 
own recent case, together with 4 addi- 
tional cases recently collected. 

A review of the literature might lead 
one to suppose that synovial sarcomas are 
rare, but we are inclined to agree with 
De Santo, Tennant and others that the 
rarity may be more apparent than actual. 
Histologic recognition of the tumor is 
difficult. Probably, many synoviomas in 
the past have been classed in improper 
categories. The Mayo Clinic reported only 
28 cases to December 1949, with approxi- 
mately 222 cases reported in the total 


[ew term synovioma was suggested 
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literature to that date. The department 
of pathology at the University of Minne- 
sota has reported only 8 cases, all en- 
countered in the past five years. 

Etiologic Factors.—1. Sex: There is ap- 
parently no great preponderance of either 
sex, though the incidence is slightly 
higher among male patients. De Santo 
reported an incidence of 11 male patients 
in a series of 16; Knox reported 22 cases, 
in 10 of which the patients were male. 
In a recent Mayo Clinic report of 28 cases, 
57 per cent of the patients were male and 
43 per cent female. 

Age: These tumors occur most com- 
monly in persons between the ages of 15 
and 40 years, with an average of 36. 
Bradley, Coley and others reported 35 
cases in all, with the youngest patient 9 
months and the oldest 64 years of age. 
The age of greatest incidence is notice- 
ably younger than that for fascial sar- 
coma or fibrosarcoma of bone. Broders 
noted an average age of 43.2 years for 
fascial sarcoma, whereas the ages of the 
patients in Warren’s group of fibrosar- 
comas of bone averaged about 50 years. 

Trauma: This apparently is of doubtful 
significance, and a review of the liter- 
ature reveals but few cases in which 
trauma was an etiologic factor. Bennett 
and his associates reported a history of 
trauma in 5 of 32 cases; De Santo men- 
tioned trauma as a possible predisposing 
factor in 4 of 16 cases. 

Inflammation: Mention has been made 
of the development of synovial sarcoma 
from inflammatory hyperplasia. Knox 
mentioned 2 cases, from her series of 22, 
in which the tumor may have arisen from 
the site of previous chronic arthritis. 
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Other authors have mentioned the possi- 
bility that preexisting bursitis may con- 
tribute to the development of a synovial 
sarcoma. It is interesting to note the fre- 
quency of synovial sarcoma in the re- 
gion of the knee joint (popliteal space), 
where bursae are so prevalent and chronic 
bursitis is not an infrequent occurrence. 

Location.—Considerable variation is re- 
ported as to the location of synovial sar- 
comas, but the knee is the most common 
site of development. In approximately 32 
per cent of all 222 cases of synovial sar- 
coma reported by Tillotson, McDonald 
and Janes the tumors were located in, or 
adjacent to, the knee joint. According to 
their comprehensive report, the next most 
common sites of the tumor are, in the 
order of frequency, the foot, the thigh, 
the ankle and the hand. Other locations 
are the groin, the pelvis, the arm, the hip, 
the axilla, the shoulder and the neck. In 
Bennett’s typical series of 32 tumors, 8 
arose from the knee, 5 from the thigh 
(Hunter’s canal), 4 from the soft tissues 
in the upper third of the leg, 3 from the 
region of the ankle joint, and 1 each from 
the dorsal, plantar, and heel areas of the 
foot. One tumor arose from the sheath 
of Achilles’ tendon, 1 from the soft tissues 
adjacent to the ilium, 1 from the groin, 
beneath Poupart’s ligament, and 1 from 
the region of the greater trochanter of 
the femur. 

Clinical Symptoms. — Unfortunately, 
there seems to be no pattern of symptoms 
that characterizes this tumor. The main 
clinical symptoms are (a) pain; (b) the 
presence of a mass; (c) joint dysfunc- 
tion, and (d) fluid swelling of a joint. 

a. Pain: This is seldom a constant fea- 
ture. It is described as dull and aching 
and is made worse by weight bearing. 
Knox reported that 10 of her 19 patients 
had pain as the initial symptom; this per- 
centage compares favorably with those re- 
ported by other authors. Of interest, how- 
ever, is De Santo’s observation that pain 
was present in all of his cases of synovi- 
oma of the knee. Others also have re- 
ported a very high incidence of pain when 
the knee was involved. Three of 
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De Santo’s patients in whom the knee 
joint was involved had been subjected to 
exploratory procedures and removal of the 
semilunar cartilage without discovery of 
the true nature of the disease. 

b. Tumor Mass and Dysfunction: These 
symptoms may likewise be the first that 
bring the patient to the physician. Some 
authors have reported that approximately 
half of their patients with synovial sar- 
coma came to them because of a tumor 
mass and/or dysfunction. 

Duration of Symptoms Before Patient 
Seeks Medical Aid.—Unfortunately, con- 
siderable time often elapses before pa- 
tients with synovial sarcoma consult a 
physician. Patients with intra-articular 
knee involvement are especially prone to 
reveal a long preoperative duration of 
symptoms. De Santo has emphasized the 
fact that prolonged painful disability in 
the knee should be regarded with much 
suspicion. In the series reported by him 
and his co-workers the preoperative dur- 
ation of symptoms of synovial sarcoma of 
the knee was five and six-tenths years. 
The average duration of symptoms in a 
recent Mayo Clinic series of 28 cases was 
two and seven-tenths years, 68 per cent 
of the patients having had symptoms for 
less than two years. The comprehensive 
overall symptoms reported by Tillotson 
averaged three and two-tenths years, 57 
per cent of the patients having had symp- 
toms for less than two years. 

Roentgenographic Characteristics. — 
There are no definite roentgen character- 
istics of synovial sarcoma. The usual in- 
dication is a soft tissue density in the 
vicinity of a joint. Calcification may or 
may not be present; when present it some- 
times helps to augment the suspicion of 
synovial sarcoma. If there is evidence of 
bone destruction near the density it is 
more likely that a malignant tumor ex- 
ists. 

Diagnosis.—Since roentgen study is of 
minimum aid, biopsy is the chief method 
of diagnosis. Pack and Ariel expressed the 
opinion that aspiration biopsies may be 
indicated when one strongly suspects the 
presence of a malignant lesion and wishes 
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Fig. 1 (Case 1).—Primary lesion (gross specimen) measuring 6.5 by 6 by 3 cm., oval and encap- 
sulated (pseudocapsule); tannish-gray; soft; areas of hemorrhagic necrosis. 


to establish definitely the malignant na- 


ture of the lesion prior to radical sur- 
gical intervention. Aspiration biopsy is 
the least traumatic procedure available. 
These authors also recommend an _ in- 
cisional biopsy when more tissue is needed 
for histologic study. No attempt should 
ever be made to explore into the tumor, 
and a synovial sarcoma should never be 
locally excised in toto as for a mammary 
biopsy unless the tumor is very small and 
well demarcated or encapsulated. 

Pack and Ariel have adopted a method 
that combines biopsy with the institution 
of definite surgical treatment. Their hope 
is to hold to a minimum dissemination of 
tumor emboli resulting from the trauma 
of biopsy. Their method is as follows: 
A tourniquet is placed proximal to the 
lesion; an incisional biopsy is performed 
and a frozen section done. If the lesion is 
benign, a local excision is done. If synovial 
sarcoma is present and an amputation is 
necessary, another tourniquet is applied 
proximally and the amputation is done be- 
tween the tourniquets. 

Pathologic Picture ——These tumors are 


variable in size, texture, color and con- 
sistency. Usually the synovioma is cir- 
cumscribed by a pseudocapsule. Its con- 
sistency may be firm, moderately fibrous, 
spongy or friable. Pinkish-grey areas of 
viable tumor are frequently interspersed 
with yellow areas of necrosis and brown 
or red portions resulting from old or re- 
cent hemorrhage. Occasionally there are 
small areas of calcification. There are 
three basic morphologic patterns: 

1. Formation of tissue spaces that 
form slitlike clefts to well-defined gland- 
like spaces containing a serous or mu- 
cinous fluid. The mucin production may 
be confined to the glandlike spaces or may 
appear as small interstitial accumulations 
among the endothelial components of the 
tumor cells. 

2. Formation of cell tufts, which varies 
from compact groups of oval or polygonal 
cells segregated in solid portions of the 
tumor to papillary projections extending 
into clefts and glandlike spaces. 

3. Reproduction of epithelial-like cells 
on a stroma of compact elongated cells 
with small dark nuclei. There may be a 
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Fig. 2 (Case 1)—Photomicrograph of primary lesion. < 200. 


supporting prominent argyrophilic re- 
ticulum. Extension of the tumor into 
vascular channels and invasion into ad- 
jacent tissue may occur. Mitotic figures 
are observed fairly frequently. All syn- 
ovial sarcomas are malignant, but it is the 
consensus that they are not all equally 
malignant. The least malignant are those 
showing a high degree of histiocystic dif- 


ferentiation, characterized by multinu- 
cleated giant cells, pigmented cells and 
fibrous areas. The most highly malignant 
are probably those composed of densely 
packed round, oval and reniform cells, 
with much supporting reticulum and 
numerous mitotic figures. 
Treatment.—The consensus at present 
is that treatment of synovial sarcoma in 
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Fig. 3 (Case 1).—Clusters of clear epithelium-like cells with cleftlike 
spaces, surrounded by a stroma composed of spindle shaped cells. « 200. 


the past has been too conservative. The 
frequent small size of the tumor and the 
long duration of symptoms often give the 
surgeon a false security which is not 
warranted by the end result. Although 
infrequent cures by irradiation are re- 
ported, it is the general opinion that this 
type of therapy should be reserved for 


the patient who refuses operation or 
where widespread metastasis is evident, 
or that it should be used in combination 
with surgical measures. 

Radical surgical resection is the method 
of choice. Local excision generally results 
in prompt recurrence and eventful wide- 
spread metastasis. Treatment by delayed 
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amputation likewise gives extremely poor 
results. Sabrezes would treat all synovial 
sarcoma by primary amputation. Deep- 
seated synovial sarcoma of the hand or 
foot is best treated by radical amputa- 
tion. Occasionally, for very superficial 
lesions, Pack and Ariel advise wide local 
excision, but this is generally not possible, 
as the neoplasms are often densely ad- 
herent to adjacent structures. Malignant 
synoviomas involving a joint are best 
treated by amputation. When the shoulder 
is involved, interscapulothoracic amputa- 
tion may be done; when the hip is in- 
volved, either a hip disarticulation or a 
hemipelvectomy may be necessary. 

Occasionally, lesions arising from ten- 
dons may be locally excised, provided that 
the entire tendon from which the tumor 
arises is resected. However, radical ampu- 
tation is generally the method of choice, 
because there is usually involvement of 
more than one tendon or adjacent struc- 
ture. Some authors have _ expressed 
the opinion that it is occasionally justi- 
fiable to allow time for a single recurrence 
before radical operation is performed, but 
more and more surgeons prefer immediate 
radical surgical intervention. 

Pack and Ariel further stated that 
synovial sarcomas arising from bursae 
(wrist, thighs, abdominal wall, etc.), can 
sometimes be treated by wide local ex- 
cision, but if this is attempted one should 
be prepared to go ahead with radical 
amputation if necessary, and the patient 
should be forewarned. 

When the lesion is close to lymphatic 
drainage areas, such as axillary and in- 
guinal nodes, it is generally thought best 
to resect the nodes in continuity with the 
tumor, even though involvement of the 
nodes is not clinically evident. Synovial 
sarcoma carries with it an unusually high 
incidence of nodal involvement. 

Postoperative irradiation is, for the 
most part, generally employed even 
though these tumors are radioresistant. 

As Pack stated, often the surgeon first 
sees the patient after local excision has 
already been done, usually by the family 
physician, the patient being referred only 
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when the malignant nature of the condi- 
tion has been determined. In such cases 
Pack and Ariel perform a wide excision 
of the previous operative site, and they 
have encountered several cases in which 
residual malignant disease was present. 

The final chapter in the treatment of 
synovial sarcomas will probably require 
revision. 

Prognosis.—The prognosis of synovial 
sarcoma is poor. Even though there is 
considerable variation in the degree of 
malignancy of synovial sarcoma, so that 
some patients have a rapid downhill 
course, and others a protracted one, the 
overall picture is dismal and the number 
of five-year cures is low. 

In the latest comprehensive data of 
Tillotson and his associates on 171 pa- 
tients followed postoperatively, 79.1 per 
cent of the deaths occurred within five 
years after the operation. Only 13 patients 
were alive five years or longer postoper- 
atively. In the Mayo Clinic series of 28 
cases (4 not known) followed postoper- 
atively, all of the deaths occurred within 
five years. Only 4 patients have survived 
five years or more. Haagensen and Stout 
reported a series of 104 cases in which 
only 3 patients were alive and well five 
years after the operation. 

A unique feature of synovial sarcoma 
is its tendency to metastasize to lymph 
nodes. It may metastasize to bone also, 
but pulmonary metastases are the most 
common. Metastases to the skin, liver, 
brain, heart, bladder and intestines have 
also been reported. 

Differential Diagnosis.—Certain benign 
and malignant tumors must be differenti- 
ated from synovial sarcoma. Benign giant 
cell synovioma is easily confused with 
synovial sarcoma, and it is extremely im- 
portant that a careful pathologic distinc- 
tion be made to avoid needless sacrifice 
of an extremity. The more cellular variety 
is very difficult to differentiate from 
synovial sarcoma. Aids in differentiating 
from benign giant cell synovioma are (1) 
lack of local infiltration, (2) freedom from 
metastases and (3) characteristic sites of 
occurrence. Over 80 per cent of all benign 
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Fig. 4 (Case 1).—Recurrent lesion (gross appearance) measuring 7 by 6 by 4 cm.; oval, pinkish- 
tan, soft. One-half of lesion was hemorrhagic and necrotic. 


giant cell synoviomas occur in the hand, 


particularly the digits. Microscopically, 
the presence of numerous giant cells, the 
less abundant proliferation of synovial 
cells, the absence of mitotic figures and 
the presence of more lipoid material help 
to differentiate the benign lesion. Too 
rarely is there focal calcification. Chon- 
dromas and osteomas are prone to be 
harder and attached to bone. Lipomas are 
softer and are radiolucent. Fibrosarcomas 
usually occur in patients of the older age 
groups. Other malignant conditions to be 
considered are liposarcoma (most common 
in the retroperitoneal, axillary and in- 
guinal regions), melanosarcoma, and 
angiosarcoma. 


REPORT OF CASES 


CASE 1.—A white woman 40 years of age 
was first referred to us on Feb. 9, 1950, com- 
plaining of a mass on the inner aspect of the 
upper portion of the right thigh. There were 
no palpable inguinal nodes. The patient had 


noticed this lump about a month prior to con- 
sulting her local physician. She believed that 
the mass had slowly increased in size, and she 
was advised to have it removed. Her general 
condition had been excellent. There was no 
history of weight loss, fever or chills, and 
there were no complaints referable to any of 
the systems. The past medical history was 
essentially irrelevant, except that she had had 
a fibroid uterus removed elsewhere in 1933. 
Her family history was essentially noncon- 
tributory and without evidence of malignant 
disease. Physical examination revealed the 
patient to be well developed and healthy in 
appearance. The head and neck were essen- 
tially normal, as was the skin. The pupils 
were round and equal and reacted to light and 
accommodation. The lungs were clear and 
resonant and the heart essentially normal. The 
blood in millimeters of mercury was 140 
systolic and 76 diastolic. The pulse rate was 
80 and the temperature 98.6 F. The abdomen 
was soft, with no palpable masses. The liver 
and spleen were not palpable, and there were 
no areas of tenderness. Urologic examination 
gave negative results, as did pelvic and rectal 
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examinations. There was a firm but nontender 
lump about. the size of an orange on the inner 
aspect of the upper part of the right thigh, 
near the groin.. This lump was fixed to the 
surrounding tissues. There was no sign of 
local inflammation. 

Laboratory data included a hemoglobin value 
of 12.3 Gm. and a leukocyte count of 11,100 
per cubic millimeter of blood. Examination 
of the urine revealed no significant abnor- 
mality. A roentgenogram of the chest was 
likewise within normal limits at this time. 

Removal of the mass and biopsy were ad- 
vised, and the patient entered the hospital on 
February 12. General anesthesia was induced 
with nitrous oxide, oxygen and pentothal, and 
an incision was made for about 8 cm. along 
the inner aspect of the right thigh, just below 
the inguinal region. All bleeding was care- 
fully controlled. The tumor mass readily came 
into view. It was about the size of a small 
orange, quite firm, and fixed to the surround- 
ing tissues. On further dissection, it was 
noted. that the tumor was adherent to the 
femoral vein. The femoral artery was free 
and readily identified, as was the nerve. Dis- 
section was then carried out. This was diffi- 
cult because of the vascularity of the tumor 
and its adherence to the surrounding struc- 
tures. It was deemed necessary to sacrifice 
part of the femoral vein. Just proximal to 
where the vein entered the tumor mass, the 
vein was clamped and ligated. Just distal to 
its exit from the tumor mass it was clamped 
and ligated again. The tumor mass was then 
freed and removed. All bleeding was carefully 
controlled. The incision was then closed in 
layers, and on completion of the operation the 
patient was turned on her left side and para- 
vertebral block was done with procaine hydro- 
chloride. The patient withstood the procedure 
well and was returned to her room in good 
condition. 

The specimen was examined at once by the 
pathologist, but it was impossible for him to 
make an exact diagnosis on frozen section, 
although he expressed the opinion that the 
tumor was a hemangioendothelioma. Because 
of uncertainty as to the nature of the lesion, 
it was thought inadvisable to do further sur- 
gical procedures at the time. The patient 
made a good recovery and stayed in the hos- 
pital approximately a week, after which she 
returned to her home. She was advised to see 
her local physician for periodic checkups. 

In the meantime, examination of the fixed 
permanent sections revealed the true nature of 
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the lesion, which was a malignant synovioma. 
It was felt, after consultation with other sur- 
geons and pathologists, that it might be best 
to wait and see whether it would recur and, 
if so, perform a radical operation then. 

The patient was also given a series of high 
voltage roentgen treatments postoperatively. 
She was asymptomatic and apparently in fine 
health until 1951, when she again noticed 
the appearance of a small mass at the site of 
the previous excision. She was sent to us 
immediately for further treatment. Examina- 
tion at that time revealed a small mass about 
the size of a lemon, just below the midportion 
of the previous operative site. The mass was 
nontender, but fixed and firm. No inguinal 
nodes were palpable. Laboratory examinations 
again gave essentially negative, results, as did 
the roentgen examination of the chest. The 
patient was admitted to the hospital on Feb. 
15, 1951, and on February 17 an exarticulation 
of the hip was done. 

The pathologic report after the operation 
was as follows: “The specimen consists of the 
right leg disarticulated at the hip and meas- 
uring 82 cm. in length. On the inner aspect 
of the midthigh there is a well-healed linear 
surgical incision measuring 10 cm. in length 
and 1 cm. in width. Medial to the incision is 
a mass, which is palpable through the skin. 
Incision of the skin and underlying tissue re- 
veals a discrete encapsulated mass lying in 
Hunter’s canal, measuring 7 by 6 by 4 cm. 
On cut section it is pinkish tan, and one-half 
of it is markedly hemorrhagic. Opening of 
the knee joint reveals no evidence of tumor. 
The surface of the head of the femur and the 
surrounding synovial membrane also appear 
not to be involved by the tumor. Microscopic 
examination: Sections show areas of marked 
necrosis and other areas that are highly cellu- 
lar, being composed of irregular cells which 
vary in size and shape and occasionally show 
hyperchromatic nuclei. There are occasional 
cleftlike areas and others which have rounded 
spaces, giving an appearance that suggests 
that fatty material has been removed by the 
process of paraffin imbedding. There is some 
suggestion of rosette formation. This cellular 
tissue invades the surrounding fibrous tissue. 

“Diagnosis: Recurrent synovioma of right 
leg.” 

The patient made an uneventful recovery 
and was discharged from the hospital in ten 
days. She was seen again two months later, 
at which time she was doing well. The stump 
was nicely healed, and she had no complaints 
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Fig. 5 (Case 1).—Photomicrograph of recurrent lesion, < 200. Occa- 
sional cleftlike spaces. Stroma composed of spindle-shaped cells. 


except of some edema of the right labia. She 
was measured for a prosthesis. 

The patient apparently did well for three 
months after the amputation, at which time 
she complained of dyspnea and of pain in the 
chest. Roentgenograms were taken by her 
local physician, who observed that the lungs 
were extensively invaded by metastases. The 
course thenceforward was rapidly downhill, 


and the patient died four months after the 
most recent operation. 

CASE 2.—Mr. T., a widower aged 40, whose 
family history and previous illnesses were 
irrelevant, stated that in 1944, while in serv- 
ice, he had pain in his left foot. The pain 
continued and caused increasing disability to 
such a degree that an ankle fusion was done 
by a civilian surgeon. The patient was told 
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Fig. 6 (Case 1).—Roentgenogram of chest taken 
a short time before death of patient, revealing 
extensive pulmonary metastases. 


by a psychiatrist that he had “nerves.” Sub- 
sequently he was treated in a plaster cast for 
six weeks by an osteopath. He discovered a 
firm tender lump on the plantar surface of his 
foot. Roentgenograms of the foot and chest 
and routine laboratory examinations gave 
negative results. 

A mass measuring 2 by 3 inches (5 by 7.5 
cm.) was excised by an orthopedist who re- 
ported it to have a psuedocapsule that rup- 
tured, with exudation of a tapioca-like sub- 
stance. It seemed to arise from the fascia or 
tendinous structures of the foot. The patho- 
logic diagnosis was synovioma. 

In February 1951, an amputation of the 
leg below the knee was done at the Veterans’ 
Hospital in Minneapolis. The patient is quite 
well. 

Pathologic examination of the removed 
specimen revealed that remaining tumor had 
invaded the foot. 

CASE 3.—A man aged 23, whose family his- 
tory and past illnesses were irrelevant, stated 
that he had had an intermittent swelling in the 
left arm for two years. He had no remem- 
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brance of previous injury. Physical, roentgen, 
and laboratory examinations revealed no ab- 
normality. In May 1947 there occurred pain 
and a sudden increase of swelling, with chill- 
ing and fever. Inability to straighten the arm 
was present for several months. Examination 
revealed a cystic swelling deep to the biceps, 
tender, relatively painless and about the size 
of a baseball above the left antecubital space. 
Fifty cc. of serous fluid was removed by aspi- 
ration. Through an anterior approach, a mass 
about the size of a medium-sized orange, filled 
with whitish adipose-like substance and bloody 
fluid was removed. The tumor was attached 
to the elbow joint capsule. The pathologist 
described the tumor as a synovial sarcoma of 
the left elbow joint. The patient would not 
consent to amputation and was treated by 
roentgen therapy on both arm and axilla. Five 
months later a follow-up examination showed 
no recurrence or metastases. One year later 
examination revealed multiple pulmonary ex- 
tensions. The patient was given a prolonged 
series of roentgen treatments over the elbow 
and chest at United States Veterans’ Hospital 
in Minneapolis. Two and one-half years after 
the original biopsy diagnosis, he had lost 
25 pounds (11.3 Kg.) in weight. Respiratory 
embarrassment, pleural effusion, enlargement 
of the liver and anemia were also present, and 
the patient died. 

CASE 4.—J. D., an unmarried man aged 29, 
had worked as a clothing cutter and a placer 
miner and had'served three years in the Navy 
as a “Sonar man.” His family history was 
noncontributory, and his personal medical his- 
tory included no illnesses and only minor 
operations. Symptoms were first noted in 
1944, while the patient was in the Navy. He 
did not report them, either on sick call or at 
the time of his discharge. He first consulted 
a physician in 1945. The physician expressed 
the opinion that the symptoms might be due 
to a chip off the patella. No roentgenograms 
were taken. 

Eventually this patient was seen in the out- 
patient department of the Veteran’s Hospital. 
Roentgenograms were taken but revealed no 
abnormality. There was no history of trauma. 
The patient was hospitalized for further 
study. Examination gave negative results 
throughout, except for the present complaint. 
The lump had grown a little, slowly, each year. 
There was pain only when it was bumped, and 
the patient did not limp, though he did notice 
tension when the knee was acutely bent. It 
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had become more sensitive during the past 
six or eight months. 

Further examination revealed the presence 
of multiple lipomas. There was a tumor mass 
of the right knee, anterior and lateral to the 
patella, measuring 2 by 3 inches (5 by 7.5 
cm.). The shin was discolored. The tumor 
was firm and somewhat nodular. It was diffi- 
cult to determine whether it had any connec- 
tion with the patella. 

Roentgenograms of the chest and of the 
right knee revealed no abnormality. Labora- 
tory data included a hemoglobin level of 14.6 
Gm., a leukocyte count of 7,350 per cubic 
millimeter of blood and a negative Kahn re- 
action. 

On July 30, 1951, with the patient under 
general anesthesia, a wide excision was done 
which involved the quadriceps, more truly the 
vastus lateralis. The superior pouch of the 
joint was excised but proved uninvolved. There 
was a wide excision of the lateralis and of 
an area extending 34 inch (1.9 cm.) all around 
the mass. The first frozen section was re- 
ported as xanthoma. The permanent sections 
were diagnosed as malignant synovioma, and 
this diagnosis was confirmed at pathologic 
conference. About one week later the inguinal 
glands were removed and found to be un- 
involved. 

Pathologic Laboratory Report: The mass, 
9 by 6 by 2 cm., consisted of fat, skin, muscle 
and fascia and was grayish white over all, 
with a sprinkling of yellow-orange pigment. 
One area, measuring 1 by 2 cm., was hem- 
orrhagic. Cut sections from five areas were 
studied. The tumor mass showed extremely 
pleomorphic cells, obviously malignant. The 
tumor cells showed hyperchromatic nuclei, 
which varied greatly in shape and size, and 
had bizarre mitotic figures, many tumor giant 
cells and giant tumor cells. The marked dis- 
creteness of the cells suggested an epithelial 
rather than a connective tissue origin. At the 
periphery of the central mass the tumor 
spindle out into a sarcomatous pattern. 

Diagnosis: Synovial sarcoma (malignant 
synovioma) of right knee. 

The patient has just completed 18 high 
voltage roentgen treatments over the right 
knee area. Amputation was not done. 

CASE 5.—J. G., aged 30, whose family his- 
tory and past illnesses had no bearing on his 
present illness, stated that 16 years earlier 
he had undergone an operation for a tumor 
on the right arm. This was operated on again 
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in 1946 and for the third time in July 1947. 
In November 1947 the tumor again appeared. 
It produced no symptoms and no signs except 
the presence of a mass in the region of the 
elbow, which was very firm and tender to the 
touch. The mass, which measured 3 by 3% 
inches (7.6 by 8.8 cm.), was widely removed, 
together with surrounding and invaded tissues. 

The microscopic diagnosis at this time was 
fibrosarcoma of the synovial type: In Feb- 
ruary 1948, the patient had another recur- 
rence. Again the mass, which was 1 inch 
(2.5 cm.) in diameter, was widely resected. 

The pathologic report described a mass with 
two adjacent satellite tumors. The microscopic 
diagnosis was again fibrosarcoma synovioma. 
On April 19, 1948, because of the multiple 
recurrences, a disarticulation of the shoulder 
was done, with excellent healing. The patient 
is alive and well. There has been no recur- 
rence. 


SUMMARY AND CONCLUSIONS 


A review of the literature reveals only 
a small number of reported cases of 
malignant synovioma. This is perhaps ac- 
counted for not only by the rarity of the 
tumor but by the fact that it has often 
been unrecognized and diagnosed as some 
type of sarcoma. 

Giant cell synovioma must not be con- 
fused with synovial sarcoma, as there are 
apparently no records of generalized 
metastases from the former. 

The prognosis of malignant synovioma 
is not good. Comparatively few patients 
survive for five years. Successful manage- 
ment must depend on early diagnosis, fol- 
lowed by early radical excision or ampu- 
tation. 

The case of a patient with malignant 
synovioma under the author’s own care 
is reported in some detail. Two similar 
cases from the files of the Veterans hos- 
pital of Minneapolis have been added in 
abstract. 


RESUMEN Y CONCLUSIONES 


Una revisién de la literatura revela 
solamente un pequefio numero de comuni- 
caciones sobre casos de sinovioma maligno. 
Tal vez se debe esto en parte a la rareza 
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del tumor o al hecho de que a menudo no 
ha sido reconocido y se ha diagnosticado 
como algtin tipo de sarcoma. 

El sinovioma de células gigantes no 
debe confundirse con el sarcoma sinovial, 
dado que no existen aparentemente regi- 
stros de matdastasis generalizadas del 
primero. 

El prondstico del sinovioma maligno no 
es bueno. Comparativamente unos cuantos 
pacientes sobreviven’ por cinco afios. El 
tratamiento satisfactorio depende forzo- 
samente del diagnéstico temprano, seguido 
de la excisi6n o amputacién radical tem- 
prana. 

Se da a conocer el caso de un paciente 
con sinovioma maligno de los autores. Se 
agregan dos casos similares de los archivos 
del Hospital de Veteranos de Minneapolis. 


RESUME ET CONCLUSIONS 


Une revue de la littérature ne rapporte 
que quelques cas de synovidmes malins. 
C’est parce qu’en plus d’étre une tumeur 
rare on l’a souvent méconnue et diag- 
nostiquée comme un type de sarcdme. 

Les synoviemes a cellules géantes ne 
doivent pas étre confondus avec le sar- 
come de la synoviale, parce qu’apparem- 
ment il n’ y a pas de cas de métastases 
rapportés dans le premier groupe. Le 
pronostic des synovismes malins n’es pas 
bon, comparativement peu de patients 
vivent plus que 5 ans. Les bons résultats 
dépendentdu diagnostic précoce suive d’un 
excision ou d’une amputation rapides. Le 
cas d’un patient porteur d’un synoviome 
malin sous nos soins est rapporté en dé- 
tail. On y ajoute 2 cas tirés des filiéres 
d’hospital des vétérans de Minneapolis. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Die Durchsicht der Literatur bringt nur 
eine geringe Anzahl von veroeffentlichten 
Faellen von boesartigem Synoviom zutage. 
Das beruht vielleicht nicht nur auf der 
Seltenheit der Geschwulst sonder auch auf 
der Tatsache, dass sie oft nicht erkannt 
und als irgend eine Form des Sarkoms 
diagnostiziert wurde. 
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Das Riesenzellsynoviom darf insofern 
nicht mit dem synovialen Sarkom ver- 
wechselt werden, als es von der ersteren 
Erkrankung offenbar keinerlei Berichte 
ueber allgemeine Metastasenbildung gibt. 

Die Prognose des malignen Synovioms 
ist nicht gut. Nur wenige Kranke ueber- 
leben die Fuenfjahresperiode. Erfolg- 
reiche Behandlung haengt zwangslaeufig 
von einer fruehen Diagnose und rechtzeiti- 
ger radikaler Exzision oder Amputation 
ab. 

Es wird ein eigener Fall eines Kranken 
mit boesartigem Synoviom' genauer 
berichtet. Zwei aehnliche Faelle aus dem 
Archiv des Veteran-Hospitals von Minne- 
apolis werden auszugsweise hinzugefuegt. 


CONCLUSIONI RIASSUNTIVE 


Lo studio della Letteratura rivela uno 
scarso numero di osservazioni di sino- 
vioma maligno. Cid forse, pitt che alla 
rarita di tale tumore, é dovuto al fatto 
che esso spesso é stato scambiato per un 
qualche tipo di sarcoma. 

Il sinovioma a cellule giganti non deve 
essere confuso col sarcoma _ sinoviale 
perché non soi trovano osservazioni in 
cui il primo abbia dato metastasi gener- 
alizzate. La prognosi del sinovioma 
maligno non é buona perché soltanto 
pochi pazienti sopravvivono per 5 anni. 

Il successo terapeutico dipende dalla 
diagnosi precoce seguita dell’estirpazione 
radicale o dall’amputazione. 

Vengono riportati in dettaglio i dati 
riferentisi ad un paziente affetto da 
sinovioma maligno curato dagli AA.—e 
vengono aggiunti altri due casi _ simili 
tratti dalla statistica del Veterans Hos- 
pital di Minneapolis. 


SUMARIO E CONCLUSOES 


Uma revista da literatura revela 
somente um pequeno numero de casos 
relatados de synovioma maligno. Isso é 
talvez devido parcialmente 4 raridade do 
tumor embora muitas vezes nao tenha sido 
reconhecido e diagnosticado como algum 
tipo de sarcoma. O synovioma de celulas 
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gigantes nao deve ser confundido com o 
sarcoma synovial, pois nao ha aparente- 
mente relatorios de metastases generali- 
zadas do primeiro. 

O prognéstico do synovioma maligno 
nao € bom. Comparativamente poucos 
pacientes sobrevivem por cinco anos. O 
sucesso depende do diagnostico precéce, 
seguido de exciséo ou amputacéo tambem 
precoces. 

O caso de um paciente com synovioma 
maligno tratado pessoalmente pelo A. é 
relatado em alguns detalhes. Dois casos 
similares dos archivos do Veterans Hos- 
pital de Minneapolis foram adicionados 
em forma resumida. 
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Indications and Contraindications for Intestinal 


Intubation in Small Bowel Obstruction 


FRANKLIN I. HARRIS, M.D., F.A.CS., F.1.C.S.,* ann WALTER LEFF, M.D.** 
SAN FRANCISCO 


intubation has .been used with in- 

creasing frequency in the treatment 
of intestinal obstruction because of its 
value in decompressing the distended 
small bowel. We share this enthusiasm, 
but the limitations and abuses of this 
method must be recognized. Surgical in- 
tervention is still the mainstay of treat- 
ment for intestinal obstruction.’ 

It is not the purpose of this paper to 
go into the technical aspects of intubation. 
In our experiences and those of others 
who use the long intestinal tube with the 
new technics, success in passage of the 
Miller-Abbott, the Harris or the Cantor 
tube can be expected in at least 90 per 
cent of the cases.’ Our object in this paper 
is to describe the limitations of intestinal 
intubation and to define more clearly its 
special value as a definitive treatment in 
certain forms of obstruction. 

Terminology.—For an intelligent ap- 
proach to the use of the long intestinal 
tube it is necessary to simplify the cur- 
rent complicated terminology of bowel ob- 
struction. 

We believe that the term “small bowel 
distention” enables the surgeon to visual- 
ize more clearly the type of obstruction 
that may be particularly suitable for in- 
tubation therapy. Some types of severe 
distention have been classified as reflex 
simple obstruction or ileus. The problem 
confronting the surgeon in these cases 
is that of relieving distention, which em- 


[) intabat the past decade, intestinal 
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barrasses circulation and respiration and 
which, if not relieved, may be an impor- 
tant factor leading to death. To argue 
whether distention represents dynamic or 
adynamic ileus, ileus alone, simple ob- 
struction, mechanical obstruction or oc- 
clusive ileus or obstruction only adds con- 
fusion and delays the proper therapeutic 
approach. 

The term “small bowel distention’, as 
used in this paper, is synonymous with 
the condition represented by the distended 
loops of small bowel seen on the flat film 
in cases of clinically suspected intestinal 
obstruction. It is always present in cases 
of simple obstruction and may or may not 
be present in cases of strangulation. 

In the presence of small bowel disten- 
tion due to conditions other than strangu- 
lating obstruction, intubation is definitely 
indicated as the first treatment and is 
often the only treatment necessary. If in- 
tubation does not relieve distention com- 
pletely within a reasonable time, surgical 
treatment must be considered. 

For primary strangulating obstruc- 
tions or obstructions of the colon with 
great distention of the large bowel, sur- 
gical intervention is obviously urgently 
indicated and intubation should not be 
used as a temporizing measure. 

Indications —The more common indi- 
cations for intubation as a definitive treat- 
ment of certain forms of obstruction in 
which small bowel distention is a promi- 
nent feature are listed in Table 1. 

After successful intubation, the patient 
must be observed carefully. Fat abdo- 
minal roentgenograms should be made 
every eight to twelve hours in the first 
twenty-four hours. If the patient’s clin- 
ical condition improves and the small 
bowel distention decreases, intubation 
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Fig. 1 (Case 1).—A, roentgenogram taken on ninth postoperative day (May 15). Small bowel 
distention due to mechanical obstruction. B, roentgen taken twelve hours later. Harris tube is in 
right lower quadrant. A few small loops of bowel in upper part of abdomen still persist, but 
improvement since previous examination is marked. C, roentgenogram taken on May 17, 1951 
(forty-eight hours after Fig. 2). Small bowel completely deflated. Gas in colon. Patient clinically 
well. D, roentgenogram taken on May 22, Tube has been removed. Mercury is scattered throughout 
colon because bag was broken, but this has no clinical significance. No small bowel obstruction. 


may be continued, and the result will be the other 10 to 20 per cent, intubation is 
a definite cure in 80 to 90 per cent of contraindicated as a definitive treatment 
properly selected cases of obstruction. In and surgical intervention is imperative. 
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TABLE 1.—Indications for Intubation as 
Definitive Treatment in Small 
Bowel Distention 
. Peritonitis, preoperative or postoperative 
. Adhesions, immediately or remotely post- 
operative 
. Reflex distention (reflex ileus) 
a. Postoperative 
b. Trauma; e.g., fractured spine 
c. Inflammation without peritonitis; 
pyelitis 
d. Extraintestinal 
renal colic 
e. Retroperitoneal pathologic 
e.g., dissecting aneurysm 
f. Medical conditions; e.g., pneumonia, heart 
failure 


@.g., 


painful stimuli; e.g., 


conditions; 


If intubation therapy is successful, re- 

currence is rare. In some cases subse- 

quently studied by serial gastrointestinal 

roentgenograms, definite evidence has 

been found of a “hung-up” loop of bowel 

(Case 2). The patients are treated by en- 

terolysis or, if necessary, by bowel re- 

section or the Noble plication. 
Contraindications. — Clinical contrain- 

dications to continuing intubation therapy 

are summarized in Table 2. Absolute con- 

traindications for intubation as definitive 

therapy will be found in Table 3. 

TABLE 2.—Contraindications to Continuation of 

Intubation Therapy 

1. Appearance of dark, bloody drainage in tube 
(an absolute indication of vascular strangu- 
lation) 

. Increase in small bowel distention as shown 
by flat films 
Lack of clinical improvement after twenty- 
four hours of successful intubation 

. Increase in pulse rate, fever, abdominal pain 
or leukocyte count 


. Presence of abdominal mass not previously 
noted 


TABLE 3.—Absolute Contraindications to 
Intubation Therapy 
Strangulating obstructions; e.g., strangulated 
hernia 
. Vascular obstructions; e.g., mesenteric throm- 
bosis 
3. Obstructions of the large intestine; e.g., neo- 
plasm of the descending colon 
Conditions diagnosed as strangulating 
obstruction, vascular obstruction, or ob- 
struction of the large bowel require im- 
mediate surgical treatment, and intuba- 
tion should not be considered as a form 
of definitive treatment. If the patient with 
one of these conditions requires preoper- 
ative hydration and other preoperative 
preparation which may take eight to 


twelve hours, it is worth while to pass a 
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long intestinal tube, which will be useful 
in the postoperative period and may be 
of some value during the operation itself 
in minimizing the accompanying small 
bowel distention. 

There is another small special group 
of postoperative cases in which, in our 
opinion, astute judgment is required if 
intubation is used. We refer to the “‘post- 
operative abdominoperineal” cases. Our 
experience in this group is in complete 
accord with the results reported from the 
Massachusetts General Hospital.® Results 
in other postoperative abdominal condi- 
tions had been so satisfactory that we 
expected similar success with postoper- 
ative abdominoperineal conditions in 
which small bowel distention developed 
from simple adhesive obstruction. How- 
ever, although intubation does relieve the 
distention, it does not cure the underlying 
condition—usually an active or potentially 
strangulating obstruction into the peri- 
toneal fossa formed by the colostomy or 
into the new pelvic floor. These conditions 


are best treated by exploratory operation 
if relief by intubation is not immediate 
and complete. This type of obstruction 
is often observed in the second postoper- 
ative week. 


ILLUSTRATIVE CASES 


CASE 1 (Successful Treatment by Intuba- 
tion).—D. S., a man 52 years old, was sub- 
jected to operation on May 6, 1950. Anterior 
resection and end-to-end anatomosis were 
performed for rectosigmoid carcinoma, with 
lysis of multiple adhesions from an old 
perforation of the appendix twenty years 
earlier. The immediate postoperative course 
was uneventful; there was no vomiting and 
no distention. On the ninth postoperative day 
the patient complained that he had lost his 
appetite and could not swallow food. His 
abdomen was slightly distended. A flat film 
of the abdomen was made (Fig. 1A) and 
distended loops of small bowel, indicative of 
mechanical obstruction, were observed. Treat- 
ment by intubation was instituted, with com- 
plete and permanent relief (Fig. 1, B, C and 
D). 

This case illustrates postoperative small 
bowel distention which, in our opinion, 
was due to operative adhesions resulting 
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Fig. 2 (Case 2).—A, small bowel distention and fluid level. Almost no gas in large bowel. Obstruc- 
tion seems nearly complete. B, Twenty-four hours later. Harris tube has passed through stomach 
and is in upper part of small intestine. Gas is now present throughout large bowel, and distention 
of small bowel has diminished. C, condition after forty-eight hours of intubation. Complete de- 
flation of previously distended small bowel loops. Tip of Harris tube is now in ileum. D, “hung- 
up” loop of small bowel (arrow) demonstrated by barium studies. 
either from the lysis of the old adhesions that scout flat films should be taken post- 
or from the intestinal resection. The operatively on the slightest suspicion, re- 
symptoms on the ninth postoperative day lief of this simple adhesive obstruction 
were minimal, and if we had not learned would have been delayed. Early intubation 
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Fig. 3 (Case 3).—A, advanced mechanical obstruction of small bowel. 
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B, eighteen hours later, 


Harris tube in obstructed bowel, but there is inadequate indication of improvement (Table 2). 


Surgical treatment indicated. C, condition in first postoperative day. 
small intestine, which is largely deflated. Considerable gas in large bowel. 


Harris tube well down in 
Few loops of dilated 


small bowel. 


brought about rapid and complete relief 
of what was apparently a simple post- 
operative obstruction. This is the type of 
simple obstruction in which intestinal in- 
tubation has been proved to be success- 


ful as definitive treatment in 80 to 90 
per cent of cases. The spectacular results 
of the intubation in the treatment of post- 
operative adhesive obstructions has justi- 
fied our enthusiasm for this method of 
treatment. 

CASE 2 (Successful Relief of Symptoms by 
Intubation and Subsequent Surgical Treat- 
ment).—M. M., a 41-year-old white woman, 
was admitted to Mount Zion Hospital on Oct. 
12, 1950, with a history of diffuse cramping 
abdominal pain and vomiting for thirty-six 
hours. There was also a history of ruptured 
appendix with peritonitis four years prior to 
admission. The abdomen was distended and 
tympanitic, with slight guarding in the region 
of the umbilicus. There were no palpable 
masses. A flat roentgenogram on admission re- 
vealed small bowel distention, with practically 
no gas in the large bowel (Fig. 2A); this 
was interpreted as mechanical obstruction. A 
Harris tube was passed, and the patient’s 
condition improved rapidly (Fig. 2B). After 
two days of intubation therapy the patient 
was asymptomatic, and the flat film showed 
that the small bowel was completely deflated 
(Fig. 2C). 

A follow-up study with a serial barium 
gastrointestinal series a week later showed 
a “hung-up” loop of small bowel (Fig 2D). 
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The patient was rehospitalized. At operation 
the “hung-up” loop of small bowel was freed 
and raw surfaces were peritonealized. The 
patient made an uneventful recovery. 

This case illustrates the excellent im- 
mediate result of intubation therapy as a 
definitive treatment for the relief of ob- 
struction due to adhesions. Subsequent 
roentgenologic studies showed that there 
was a “hung-up” bowel which was a po- 
tential souree of strangulating obstruc- 
tion. An interval operation was therefore 
advised. 

CASE 3 (Failure of Intubation Therapy) .— 
G. B., a woman aged 60, entered the hospital 
on March 14, 1946, with a three-day history 
of epigastric pain, nausea, vomiting and ab- 
dominal distention. The past history revealed 
similar though less severe attacks over many 
years since a hysterectomy performed when 
the patient was 40 years of age. 

Examination showed the patient to be ob- 
viously dehydrated and to present marked 
abdominal distention (Fig. 3A). A Harris 
tube was passed. Roentgen examination 
showed the tube in the obstructed bowel, but 
clinically and roentgenologically there was not 
sufficient relief of the obstruction to warrant 
continued treatment by intubation alone (Fig 
3B). Operation revealed multiple adhesive 
bands, with one strong band low in the pelvis 
acting as a “clothes-line” type of sling, over 
which a loop of ileum was partially strangu- 
lated. Lysis of adhesions was_ performed. 
Postoperatively there was continued evidence 
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Fig. 4 (Case 4).—A, bedside scout film taken on thirteenth postoperative day, showing dis- 

tention of small bowel due to mechanical obstruction. Clips indicate site of colostomy. B, four 

hours later. Harris tube has passed through duodenum into small bowel and small bowel is de- 

flated. Considerable gas is now seen in colon. C,condition after three days of intubation. Obstruc- 
tion is completely relieved, and gas is seen in large intestine. 


of some small bowel distention, which was 
successfully treated by suction 
(Fig. 3C). 

This case illustrates extreme small bowel 
distention unrelieved by intubation alone. 
Clinical and roentgen evidence indicated 


intubation 


continuation of small bowel distention. 
Clinical conditions further indicated be- 
ginning strangulating obstruction, mak- 
ing surgical intervention advisable. 

CASE 4 (Satisfactory Intubation After Ab- 
dominoperineal Operation Leading to Diag- 
nostic Error).—E. W., a 56-year-old white 
man, underwent an abdominal perineal opera- 
tion for carcinoma of the rectosigmoid. The 
immediate postoperative course was unevent- 
ful. On the thirteenth postoperative day 
cramping abdominal pain, abdominal disten- 
tion and fecal vomiting developed. A _ flat 
film of the abdomen showed small bowel dis- 
tention occurring as the result of mechanical 
obstruction (Fig. 44). A Harris tube was 
passed successfully; the small bowel disten- 
tion deflated rapidly, and the patient’s clinical 
condition improved (Fig. 4, B and C). The 
Harris tube was removed, and after a total of 
seven days of intubation the patient left the 
hospital in good condition. 

He was readmitted to the hospital five 
weeks later, in extremis. He had had severe 
abdominal pain and vomiting for one day. 
He died one hour after admission. Necropsy 
revealed a strangulating obstruction of the 
small bowel, due to an adhesive band which 


extended from the omentum to the newly 
constructed pelvic floor. Twenty centimeters 
of the small intestine was gangrenous. 

This is an extreme example of a case 
in which intubation therapy may give one 
a false sense of security. This patient had 
probably had minor symptoms in the in- 
terval between discharge from the hos- 
pital and the second admission, when he 
was moribund from obstruction. If serial 
gastrointestinal studies had been made a 
week or two after his initial recovery, as 
they were in Case 2, it would in all prob- 
ability have shown the angulation. Timely 
surgical treatment might have saved his 
life. This case emphasizes the fact that 
special precautions must be taken in the 
use of intubation for postoperative ab- 
dominoperineal conditions. 


SUMMARY AND CONCLUSIONS 


The term “small bowel distention” has 
been introduced in order to group under 
this term the types of simple obstruction 
that are amenable to intubation as defi- 
nitive therapy. One may expect success in 
80 to 90 per cent of the cases in this group. 
It is not possible to predict with certainty 
whether a given patient will respond. 
Careful clinical and roentgenologic follow- 
up is absolutely essential to recognition 
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of the contraindications to this treatment 
(Table 2). 

It is emphasized that distention of the 
small bowel after abdominoperineal resec- 
tion is a condition in which intubation 
therapy may ultimately prove to be 
dangerous. 

Strangulating and vascular obstruc- 
tions and obstructions of the large bowel 
should be treated by immediate surgical 
intervention. Intubation may be used in 
these cases as an adjuvant to preoperative 
preparation and postoperative care, but 
not as definitive treatment. 

Inherent in the procedure of intubation 
therapy is the danger that the initial re- 
lief may delay much-needed surgical treat- 
ment. 

RESUME ET CONCLUSIONS 


Les types d’obstructions simples, dont 
tout thérapeutique suffisante ne consiste 
que dans l’intubation, ontété groupés sous 
le terme de “distension du gréle.” 

Le succés sourit a l’intubation dans 80 
a 90% des cas. Mais on ne peut prédire 
avec certitude si un patient réspondra bien 
a l’intubation. 

Il est a noter que la distension du gréle 
aprés une résection abdomino-périnéale 
serait une indication dangereuse. 

L’étranglement et l’obstruction vascu- 
laire et l’obstruction du colon devraient 
toujours étre traités par l’intervention 
chirurgicale immédiate. Dans ces cas 
l’intubation est un adjuvant pré et post- 
opératoire neis un traitement définitif. 
Le danger de Il’intubation c’est que le 
soulagement qu’elle provoque peut retarder 
un traitement chirurgical nécessaire. 


CONCLUSIONI RIASSUNTIVE 


Il termine di “distensione del tenue” é 
stato adottato per raggruppare quelle 
forme d’occlusione semplice che possono 
essere curate colla sola intubazione. Per 
quanto non si possa, in precedenza, dire 
con certezza se un dato paziente rispondera 
o meno a tale terapia, ci si potra aspettare 
il suecesso nell’80-90% dei casi di tale 
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gruppo. Assolutamente necessario un’ac- 
curato controllo clinico-radiologico allo 
scopo di accertare le controindicazioni a 
tale terapia (tabella n°2). 

Si richiama l’attenzione sul fatto che 
negli stati di distensione intestinale sec- 
ondarii a resezione addomino-perineale la 
intubazione intestinale pud, in definitiva, 
riuscire pericolosa. 

Il volvolo e le occlusioni del grosso in- 
testino richiedono |’intervento chirurgico 
immediato. In tali casi l’intubazione pud 
essere usata come mezzo coadiuvante 
durante la preparazione pre-operatoria ed 
il trattamento postoperatorio, ma non 
come unico mezzo terapeutico. 

Inerente alla terapia con |’intubazione 
é il pericolo che l’iniziale miglioramento 
possa far rimandare una molto pit ne- 
cessaria terapia chirurgica. 


RESUMEN Y CONCLUSION 


El] término “distencién del intestino 
delgado” ha sido introducido para agrupar 
bajo el mismo los tipos de obstruccién 
simple, que responden a la _ intubacion 
como terapéutica definitiva. Puede espe- 
rarse éxito en el 80 al 90 por ciento de 
los casos de este grupo. No es posible 
predecir con certeza si determinado pa- 
ciente respondera. El examen clinico y 
rontgenolégico cuidadoso es absolutamente 
esencial para reconocer las contraindica- 
ciones de este tratamiento (Table 2). 

Debe sefnalarse que la distencién del 
intestino delgado después de la reseccién 
abdéminoperineal, es un estado en que la 
terapéutica por intubacién puede most- 
rarse finalmente peligrosa. 

Las obstrucciones por estrangulacién y 
vasculares y las obstrucciones del intestino 
grueso deben tratarse por la intervencién 
quirtrgica inmediata. En estos casos puede 
usarse la intubaci6n como coadyuvante de 
la preparacién preoperatoria y del cuidado 
postoperatorio, pero no debe emplearse 
como tratamiento definitivo. 

E] peligro de que el alivio inicial pueda 
demorar el tratamiento quirtrgico de 
necesidad es inherente al procedimiento 
de la terapéutica por intubaci6én. 
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ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Der Ausdruck “Duenndarmauftreibung”’ 
wird zur Kennzeichnung des Typus des 
einfachen Darmverschlusses, der durch 
die Einfuehrung von Sonden endgueltig 
geheilt werden kann, vorgeschlagen. In 
80 bis 90% der Faelle dieser Gruppe kann 
ein Erfolg erwartet werden. Ob in einem 
gegebenen Falle der Kranke auf die 
Behandlung anspricht oder nicht, kann 
nicht mit Sicherheit vorausgesagt werden. 
Um Gegenindikationen dieser Behandlung 
zu erkennen, sind sorgfaeltige klinische 
und roentgenologische Nachuntersuchun- 
gen absolut unerlaesslich (Tabelle 2). 

Es wird betont, dass die Duenndarm- 
auftreibung nach abdominoperinealer 
Darmresektion ein Zustand ist, in dem 
sich die Sondenbehandlung letzten Endes 
als gefaehrlich herausstellen kann. 

Einklemmungsverschluesse, Gefaessver- 
schluesse und Dickdarmverschluesse 
muessen mit sofortiger Operation behan- 
delt werden. Die Sondenbehandlung kann 
in diesen Faellen als Hilfsmittel zur Vor- 
bereitung fuer die Operation und auch in 
der nachoperativen Pflege angewandt 
werden, nicht aber als endgueltige The- 
rapie. 

Eng verknuepft mit dem Verfahren der 
Sondenbehandlung ist die Gefahr, durch 
anfaengliche Besserung dringend noetige 
chirurgische Massnahmen zu verzoegern. 


SUMARIO E CONCLUSOES 


O termo “distensao do intestino del- 
gado” tem sido introduzido de forma a 
agrupar sob 0 mesmo nome os tipos de 
simples obstrucao que sao capazes de 
obter resultado terapeutico definitivo com 
a intubacéo. Péde-se esperar sucesso em 
80 a 90 por cento dos casos desse grupo. 
Nao é possivel dizer com certeza si um 
dado paciente responderaé. Cuidad6ésa ob- 
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servacao clinica e contréle radiologico sao 
absolutamente essenciais para o reconhe- 
cimento das contra-indicacées 4 este trata- 
mento. (T. 2). 

Realga-se que a distensao do intestino 
delgado depois de ressecao abdomino-peri 
neal é a condicéo na qual a intubacao 
terapeutica pédde em ultima instancia ser 
perigésa. Estrangulacées, obstrucdes vas- 
culares e obstrucées do intestino delgado 
podem ser tratadas por intervencaéo cirur- 
gica imediata. A intubacao péde ser usada 
nesses casos como um adjuvante ao pre- 
paro pre-operatério e aos cuidados post- 
operatorios, mas nao como um tratamento 
definitivo. 

Inherente ao processo de intubacao 
terapeutica é o perigo de que o alivio 
inicial péde demorar um tratamento ci- 
rurgico muito necessitado. 
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Early Clinical Diagnosis of Carcinoma of the Colon 


SIDNEY A. PORTIS, M.D., F.A.C.P., ano CHARLES H. LAWRENCE, M.D. 
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of the colon may be entirely mislead- 

ing, and in many instances they are 
silent. In our opinion, however, the fol- 
lowing basic requirements should be met: 
(1) education of the public in order that 
they may seek medical advice immediately 
on the appearance of symptoms; (2) the 
physician’s acceptance of his responsibility 
for a thorough study of every patient with 
gastrointestinal symptoms, including his- 
tory, physical examination and laboratory 
and roentgen investigation, and (3) 
prompt evaluation of all clinical mani- 
festations in order to arrive at an early 
and satisfactory diagnosis. 

Since the colon is a large tube, the signs 
and symptoms may take many forms. The 
symptoms necessarily depend upon the re- 
sults of local damage, whether they are 
mechanical or whether they interfere with 
the normal physiologic processes of the 
bowel. Disturbances of structure and 
function do not necessarily occur early; 
therefore, the first symptom of malignant 
disease is often a symptom of late, ex- 

-tensive carcinomatosis. If physicians hope 

to make a significant reduction in the 
morbidity and mortality rates associated 
with this disease, it is incumbent upon 
them to take steps toward eliminating the 
well recognized premalignant lesions and 
to “screen” their patients by the most 
effective methods available. This is a 
simple, inexpensive procedure and should 
be carried out by every physician with 
every patient encountered in office or hos- 
pital practice. 

It is unfortunate that complete roentgen 
examination of the gastrointestinal tract 
cannot be made a part of a routine check- 
up. Some means should be devised to 
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bring this within the economic range of 
all. (We realize, of course, that a patient 
who consults a physician only because 
of an infection of the upper part of the 
respiratory tract should not be subjected 
to a complete roentgen study of the gastro- 
intestinal tract at the time.) 

We recommend complete examination of 
every patient over 40 and annual exam- 
inations thereafter, and we direct our at- 
tention particularly to episodes of clinical 
significance which have occurred during 
the year. 

The recent introduction of cytologic ex- 
amination of body fluids and excreta may 
suggest this approach to examination of 
the stools, but would it be feasible to sub- 
mit all specimens to the pathologist for 
this purpose? Blank and Steinberg,' in 
19 cases of proved carcinoma of the colon, 
observed malignant cells in only 1 stained 
specimen of the stools. From their report 
and that of Wissiman and his co-workers,” 
it is evident that the only reliable cytologic 
preparations are those made by direct 
smear of the suspected lesion. The cyto- 
logic procedure, therefore, is not a reliable 
routine device for detection of specific cell 
types in the stools. 


SYMPTOMS 


y Berk, in his discussion of carcinoma of 
the colon,* pointed out that carcinoma 
produces no symptoms per se, all signs 
and symptoms being the result of com- 
plications produced by changes in the 
structure or function of the bowel. It fol- 
lows that any symptom that attracts at- 
tention to the bowel may be a symptom of 
carcinoma. He also points out that Lahey 
encountered asymptomatic lesions in 2.5 
per cent of his cases. A review of other 
authoritative sources‘ reveals continuous 
reiteration of the symptom complex with 
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which all physicians are familiar. 

We should like to emphasize the fact 
that we are speaking of early symptoms: 
i.e., those symptoms that may be expected 
to appear first, but we are not necessarily 
implying that the malignant lesion, when 
it appears, is still in an early stage of 
development. Our own experience is con- 
firmed by those who have reported their 
studies from the Mayo* and Lahey® 
Clinics and the recent survey of cases at 
Billings Hospital by Buser, Kirsner and 
Palmer.*” 

/ There are three outstanding complaints 
that bring the patient to the physician. 
The most frequent, and the one that most 
clearly directs immediate attention to the 
gastrointestinal tract, is alteration of 
bowel habits. Rankin, Bergen and Buie** 
reported its occurrence as the first sign 
of carcinoma of the colon in 95 per cent 
of their cases. Swinton and Higgen- 


botham®™ noted its presence in 80 per cent 
of their cases. It was present in 79 per 
cent of the cases reviewed by Buser, 
Kirsner and Palmer.*” 


This alteration in bowel function may 
be diarrhea or constipation or both. Its 
persistence for more than a few days in 
a hitherto normal person necessitates a 
complete gastrointestinal study, including, 
in addition to examination of the stools 
for occult blood, rectosigmoidoscopic and 
roentgenologic studies. The last-mentioned 
investigation should certainly include 
pneumocolon. 

Vv Functionally the colon may be divided 
into halves, the right and the left. (It is 
to be remembered that the two halves are 
supplied by different portions of the para- 
sympathetic nervous system.) Alteration 
of bowel habit may, therefore, depend 
upon which half of the colon contains the 
lesion. For instance, carcinoma of the 
cecum, the ascending colon or the first 
portion of the transverse colon is usually 
a papillary, ulcerated lesion, which in the 
presence of the liquid fecal stream pro- 
duces diarrhea. On the other hand, car- 
cinoma of the descending and sigmoid 
portions of the colon and rectum as a rule 
is an annular, constricting type of lesion 
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which in the presence of more viscous or 
solid feces will usually produce constipa- 
tion. The first sign of such a lesion may 
be an episode of acute intestinal obstruc- 
tion. This is not at all uncommon, par- 
ticularly in patients with carcinoma of the 
sigmoid associated with diverticulitis. 

= The next symptom from the point of 


“view of frequency is abdominal pain. It 


may be vague, nonspecific and for the most 
part nonlocalized; it may be dull, aching, 
sharp or colicky; it may occur diffusely or 
be limited to the lower half of the abdomen. 
It may even be referred to the epigastrium. 
Since pain is a nonspecific symptom, there 
is nothing pathognomonic about the pain 
accompanying malignant disease of the 
colon, except for left-sided lesions with 
beginning obstruction. In the presence 
of such a lesion the pain will be definitely 
cramplike and will move up to the point 
of the lesion but not necessarily beyond 
it.| Neither Rankin* nor Berk* has recog- 
nized pain as a symptom of an early lesion. 
However, in the 478 cases studied by Buser 
and his associates*” pain was second only 
to a change in bowel habit as an early 
sign of malignant disease. Both Buser*” 
and Swinton™ emphasized the fact that 
/Jpain is most frequent with the right-sided 
lesion and that it is less frequent if the 
lesion is located distally. 

All physicians know that abdominal 
pain can be extremely vague; it is a non- 
diagnostic feature accompanying any 
type of abdominal disease. Our emphasis 
on pain is not to suggest it as a diagnostic 
criterion for carcinoma of the colon but 
to emphasize its importance in calling 
attention to the possibility of abdominal 
disease requiring further study and eluci- 
dation. Too many patients disregard their 
abdominal discomfort because of its vague- 
ness and seek medical advice months after 
onset, when the tumor has already ex- 
tended from its primary site. 

In the early twenties one of us reported’ 
that the presence of occult blood in pa- 
tients given a meat-free diet is of definite 
diagnostic value in the detection of bleed- 
ing in the gastrointestinal tract. One 
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must, however, differentiate fecal blood 
as a symptom and fecal blood as a mere 
Yobservation. As a presenting complaint, 
‘the presence of blood in the stool does not 
“necessarily rank high. In Buser’s group 
of patients rectal bleeding was the third 
most common complaint, present in 60 
per cent of his patients. Roughly, we 
‘estimate that about 10 to 15 per cent of 
‘our office patients will, when questioned, 
“admit that they observe occasional rectal 
“bleeding. Closer questioning, however, re- 
veals that nearly all of them notice blood 
on the toilet tissue after the passage of 
a hard stool. They do not see blood in 
the commode. We have made it a point to 
follow this line of questioning, because if 
blood is present on the tissue only it is 
most probable that the bleeding originates 
in the anorectal area, and inspection will 
reveal the source. This type of bleeding 
as a rule occurs at the termination of a 
bowel movement. Nevertheless, we feel 
justified in examining these patients more 
thoroughly to rule out a possible lesion 
Yabove the rectum. The high incidence of 
‘hemorrhoids makes it entirely possible 
‘for them to mask a serious lesion of the 
. colon. The greater the distance of the car- 
‘cinoma above the anal sphincter, the more 
‘intimately the blood is mixed with the 
/stools and the less likely it is to be noticed 
“by the patient. The Billings group*” noted 
that 47.4 per cent of patients with lesions 
located in the rectum and rectosigmoid 
complained of blood in the stools. From 
the sigmoid to the hepatic flexure this 
complaint was presented by 21.7 per cent, 
and of those with lesions in the ascending 
colon and the cecum only 5.4 per cent 
v complained of it. It seems obvious, there- 
‘fore, that chemical testing of the stools 
‘should be a part of the routine examina- 
“tion of every patient. 


Aside from the important triad of 
“symptoms just reviewed, it should be re- 
‘membered that the first sign of malignant 
‘change in the colon may appear in an 
atypical fashion. This is true particularly 
of right-sided lesions, which are frequently 
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- papillary and ulcerative. Here the patho- 
‘logic picture may be that of sepsis. Berk* 
-reported the syndrome of fever, chills, 
“anorexia, weakness, flatulence and anemia 


‘as present in 50 per cent of patients with ~ 


‘right-sided lesions. These symptoms may 
“be more prominent than pain. Chills and 
“fever suggest ulceration. For many years 
vwe have been teaching that neoplastic 
Jlesions of the cecum and ascending colon 
fare to be considered in the differential 
“diagnosis of the conditions underlying 
/macrocytic anemia. Of 478 patients with 
‘carcinoma of the colon observed at Bil- 
‘lings Hospital,*” 20 per cent had lesions in 
‘the right side of the colon. For the com- 
plete group of patients, regardless of the 
location of the lesion, the incidence of 
‘anemia was 38 per cent. Anemia was 
‘more than twice as frequently associated 
with right-sided lesions as with others, 
ut not a case of macrocytic anemia was 
/observed. Rankin, Bargen and Buie* em- 


vphasized the importance of anemia in the 


ypresence of right-sided lesions, particu- 
larly when there is no visible evidence of 
‘loss of blood. In their opinion, carcinoma 
Yof the right side of the colon should be 
Jincluded in the differential diagnosis of 
Jpernicious anemia. In this respect our 
clinical experience coincides with that of 
Rankin and his co-workers. Swinton and 
his associates*® also pointed out that un- 
explained anemia may be a sign of malig- 
nant change in the right side of the colon. 
Anemia may result from a combination 
of factors: (1) sepsis, with its associated 
depression of hematopoiesis, (2) chronic 
‘blood loss and (3) folic acid deficiency 
due to disturbances of the colonic flora. 
It is our impression that, although mild 
anemia may be associated with an early 
lesion, marked anemia must be considered 
in the majority of cases to indicate ad- 
vanced disease. Formerly, a lemon-yellow 
tint in the skin was a common observation 
in patients with advanced lesions of the 
cecum. Nowadays, since patients consult 
their physicians earlier and more definitive 
methods of diagnosis are used, this type 
of pigmentation is rarely seen. 
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It should be emphasized that when a 
patient has a definite palpable mass it is 
probably indicative of a long-standing 
lesion. This applies much more to lesions 
of the right half of the colon than to 
lesions of the left. 

Since lesions in the sigmoid and rectum 
comprise slightly more than half of all 
carcinomas of the large bowel, diagnosis 
by palpation is elusive. One may resort to 
the time-honored method of putting a 
patient in a tub bath at 100 F.; this re- 
laxes the abdomen completely and fre- 
quently enables the examiner to find an 
occult lesion. 

In contradistinction to the fact that 
anemia, loss of weight and the presence 
of a palpable mass may occur after con- 
siderable growth of a colonic tumor has 
taken place, there is still an earlier diag- 


nostic point to be emphasized. We have 


discussed the presence of visible blood in 
the stools or rectal bleeding, noting that 
most authorities do not consider this an 
early symptom. Since these lesions as a 
rule are ulcerative, occult blood in the 
stools should be observed early in the dis- 
ease. This is easily determined by the 
vbenzidine and guaiac tests. Swinton, Harev 
vand Meissner*® agreed with our earlier 


veontribution when they reported that 80> 


vper cent of all patients with carcinoma 
vof the colon have occult blood in the stools. 
-Testing the stools of all patients with 
vbenzidine and guaiac must therefore be, 
considered as important a routine part of 
‘examination as urinalysis or serologic 
-testing. Under ordinary circumstances the 
benzidine test is too sensitive for use with 
patients who are eating a full diet. The 
guaiac test, being somewhat less sensitive, 
may be used in the presence of meat in 
the diet. When both tests are used, a 
negative guaiac and a 1 plus or 2 plus 
benzidine reaction is considered to have 
no unusual significance. The combination 
of a positive guaiac reaction and a 3 plus 
or 4 plus benzidine reaction requires that 
the patient be given a meat-free diet for 
three or four days and the stools retested 
after an interval. This positive indication 
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calls for a subsequent rigid and painstak- 
ing examination to determine the site of 
the bleeding. Therefore, the consistent v 
presence of occult blood may, if all other, 
methods of diagnosis fail, require surgical 1 
exploration of the abdomen. 

Up to this point we have discussed 
symptoms and signs leading to the em- 
ployment of definitive diagnostic meas- 
ures. As is well known, the definitive 
measures in these instances are highly 
accurate. This is accounted for partly by 
the distribution of the lesions. In review- 
ing over 3,000 cases of carcinoma of the 
colon, Nickell and Dockerty® noted that 
55 per cent of the lesions occurred in the / 
sigmoid portion of the colon or below it. 
This figure is lower than that of the 
Billings group,*” who noted 58 per cent~ 
in the rectum and rectosigmoid alone. Ofv 
these, 74 per cent were digitally palpable. 
Actually, then, 43 per cent of all carci-“ 
nomas of the colon were within reach of” 
the examining finger. These figures should 
explain the emphasis that must be placed 
in the teaching of medical students, on 
the importance of bimanual rectal exam- 
ination of every patient. To surgeons, of 
course, this advice may be “carrying coals 
to Newcastle,” for surgeons as a rule per- 
form rectal examinations more frequently 
than do some of their medical colleagues. 
For the last five years it has been our 
practice to make a sigmoidoscopic study of 
every one of our patients who has required 
a gastrointestinal roentgen series. We 
feel that no examination of the gastroin- 
testinal tract is complete without the pro- 
cedure. In our experience few, if any, 
patients object to it. The widespread lay 
interest in the cancer problem has made 
many patients familiar with the procto- 
scope, and they more or less expect this 
procedure as a part of the examination. 
Since slightly over half of all lesions of 
the colon are at the sigmoid or below, 
there is certainly justification for the com- 
ment of Swinton* that a sigmoidoscopic 
examination should be a part of every 
complete checkup. Swinton emphasized 
this point particularly in view of the fre- 
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quent observation of asymptomatic polyps 
in routine studies and the well known re- 
lation of polyps to carcinoma. Proctosig- 
moidoscopic examination is not complete 
without the removal of a biopsy specimen 
from all suspected lesions. This is a simple 
procedure and may be carried out as a 
part of the office routine. Of course, one 
should be very careful about the site from 
which the biopsy specimen is taken. 

In passing, since the roentgenologic ap- 
proach to this problem has been discussed, 
we should like to make the mere statement 
that there probably is no portion of the 
gastrointestinal tract, excluding the rec- 
tum and the rectosigmoid, in which roent- 
genologic observations can be more ac- 
curately made. This portion of the colon 
is readily accessible to direct vision,. and 
errors of omission are not likely to be too 
great. 

The differential diagnosis of carcinoma 

- of the colon should involve all functional 
and organic lesions that may occur in the 
“colon. One should not overlook the fact 
’that disturbances of the small intestine 
JYmay stimulate colonic disease. It is not 
possible at present to differentiate all 
lesions that simulate carcinoma of the 
jcolon, but we wish to point out that ulcera- 
‘tive colitis, with its attending symptoms— 
diarrhea, loss of weight, abdominal pain 
‘and the presence of blood in the stool— 
/most frequently simulates carcinoma of 
jthe colon. Furthermore, we are not un- 
vmindful of the fact that even though 
wehronic ulcerative colitis, diverticulosis, 
diverticulitis and polyposis of the colon 
‘may be present, there may be a coexistent 
“earcinoma. The carcinoma may be en- 
grafted on these lesions, or it may exist 
as a separate entity, not necessarily as- 
sociated with the pathologic picture. 

Irrespective of the controversial issue 
as to whether single or multiple polyps 
are precancerous, it is our opinion that if 
they exist they should be extirpated. One 
‘should seriously consider total colectomy 
‘for diffuse polyposis, as a prophylactic 
Measure against malignant change. 

‘It has been our clinical experience that 
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‘localized diverticulosis of the sigmoid may 
/’be a precarcinomatous lesion and the pa- 
Aient should be carefully watched over a 
vperiod of years to see if there is evidence 
vof any transition. If one feels that such a 
‘lesion may be carcinomatous, in spite of all 
other observations, it is probably the lesser 
of two evils to remove the segment of 
bowel; thus, with a primary anastamosis, 
one might be able to prevent the develop- 
ment of a future carcinoma. Surgical in- 
tervention nowadays, with modern technic 
and the use of sulfonamides and antibio- 
tics, is not so great a risk at it was in pre- 
vious years. 

In one of our patients with a localized 
early lesion of the rectum, topical exami- 
nation revealed motile trophozoites of 
Entamoeba histolytica, which temporarily 
confused the diagnosis. In spite of rigid 
amebicidal therapy, there was no change 
in the lesion after approximately ten days, 
which led us to rule out amebiasis. A 
subsequent biopsy of a specimen taken 
from a deeper level revealed the suspected 
carcinoma. 

CONCLUSIONS 


1. The public should be impressed with 
the fact that abdominal distress often 
means trouble and that the responsibility 
for its diagnosis and management rests 
with the physician. 

2. In addition to a complete roentgen 
examination, rectal and sigmoidoscopic in- 
spection must be included as a routine. 

3. The stools should be frequently ex- 
amined for occult blood. 

4. The presence of occult blood necessi- 
tates thorough roentgen examination of 
the entire gastrointestinal tract. 


CONCLUSIONS 


1. Le public savoir que la douleur ab- 
dominale annonce souvent du trouble et 
que le clinicien devrait étre mis respon- 
sable d’un diagnostic et d’un traitement. 

2. En plus d’un tractus digestif complet 
radiologique, le lavement baryté devrait 
étre de routine. 
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3. On devrait faire une recherche micro- 
scopique du sang dans les selles. 

4. La présence microscopique de sang 
nécessite un examen radiologique complet 
du tractus gastro-intestinal. 


SCHLUSSFOLGERUNG 


1. Die Oeffentlichkeit sollte mit Nach- 
druck darauf hingewiesen werden, dass 
Bauchbeschwerden haeufig die Verkuender 
ernster Gefahren sind, und dass die 
Verantwortung fuer eine richtige Dia- 
gnose und Behandlung Sache des Arztes 
ist. 

2. Zu einer vollstaendigen Untersu- 
chung sollte ausser einer sorgfaeltigen 
Roentgenuntersuchung auch die Rekto- 
sigmoidoskopie gehoeren. 

3. Die Stuehle sollten haeufig auf ok- 
kultes Blut untersucht werden. 

4. Das Vorhandensein okkulten Blutes 
macht eine sorgfaeltige Roentgenunter- 
suchung des gesamten Magendarmkanals 
zur Notwendigkeit. 


CONCLUSIONE 


1. Si dovrebbe insistere, presso il 
pubblico, sul concetto che la costipazione 
€ spesso segno di malattie la cui diagnosi 
e cura resta compito del medico. 

2. Oltre ad un esame radiologico com- 
pleto, si debbono praticare abitualmente 
la retto- e la sigmoidoscopia. 

3. Nelle feci si deve frequentemente 
ricercare il sangue occulto. 

4. La presenza di sangue occulto rende 
necessario l’esame radiologico completo 
ed accurato di ogni tratto del tubo dige- 
rente. 


CONCLUSOES 


1. O publico deveria se impressionar 
com o fato de que dér abdominal fre- 
quentemente significa perturbacéo grave 
e que a responsabilidade de seu diagnos- 
tico e manejo recde sobre o medico. 

2. Adicionalmente ao completo exame 
radiologico, inspecao retal e sigmoidos- 
cépica devem ser incluidas como rotina. 
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8. As fézes devem ser frequentemente 
examinadas para sangue oculto. 

4. A presenca de sangue oculto requér 
minucioso exame radiologico do aparélho 
digestivo. 


CONCLUSION 


1. El ptblico deberia impresionarse con 
el hecho de que el sufrimiento abdominal 
significa a menudo confusién y que la 
responsabilidad de su diagnéstico y aten- 
cién corresponde al médico. 

2. Ademas del examen rontgen com- 
pleto, debe incluirse rutinariamente la in- 
speccion rectoscépica y sigmoidoscépica. 

3. Las heces fecales deben examinarse 
frecuentemente investigando sangre 
oculta. 

4. La presencia de sangre oculta amerita 
examen rontgen de todo el tubo gastroin- 
testinal. 
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Diverticulitis of the Colon 


RAYMOND W. McNEALY, M.D., F.A.CS., F.I.C.S., anp 
FRANCIS D. WOLFE, M.D., F.A.CS., F.I.C.S. 


CHICAGO 


HEN one or more diverticula of 

V4 the colon become inflamed, an in- 

teresting series of pathologic 
changes may ensue. In many respects an 
individual diverticulum resembles the 
vermiform appendix. The changes in a 
diverticulum may vary from a fulminant 
inflammatory process in which the lumen 
is distended with exudate and its walls 
are infiltrated and edematous, to a more 
advanced reaction with focally necrotic 
or even gangrenous walls. 

More frequently the changes are less 
acute, and in some instances they are 
chronic and result in a segmental] inflam- 
matory granuloma. 

The mechanism that produces the com- 
mon diverticulum of the colon is concerned 
with two factors. The most important of 
these is the presence of anatomic defects 
or weaknesses at the site of the openings 
in the strong submucosal layer of the 
colon. These defects represent openings 
through which the blood vessels pass from 
one layer to another. When for any cause 
the intraluminal pressure increases, the 
mucosal layer may herniate through the 
submucosal defects, either stretching the 
muscularis layer or pushing it aside, and 
the diverticulum may stand out like a bud 
on the bowel, with only the serosa cover- 
ing it. 

Diverticula that occur at the entrance 
of the vessels on the mesenteric side of 
the bowel are prone to herniate into the 
fat of the mesentery between its peri- 
toneal coverings. Such diverticula may 
produce a highly confusing picture when 
they become inflamed and distended. If 
the muscosal wall of the diverticulum is 
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ruptured, the infected contents invade 
the mesentery of the colon. In this type 
of diverticulitis the mobility of the bowel 
is commonly restricted and the bowel it- 
self is often angulated, with a tendency 
to obstruction. When a lesion of this type 
requires surgical intervention it may be 
extremely difficult to differentiate the in- 
flammatory process from a carcinoma. It 
is often confusing not only to the surgeon 
but to the pathologist, who may find it 
hard to account for the widely dispersed 
hyperplastic epithelial elements which 
are the remnants of the disrupted mu- 
cosal pouch. Since there are so many 
variations in the pattern and degree of 
pathologic change, there are bound to be 
extreme differences in the clinical pictures 
observed in cases of diverticulitis of the 
colon. 

Diverticula seldom develop early in life, 
but they are very common in middle-aged 
and older persons. Probably only a small 
percentage of diverticula become suffi- 
ciently irritated and inflamed to produce 
the clinical picture of diverticulitis. The 
majority are distributed throughout the 
sigmoid portion of the colon and are less 
frequently observed in the remainder of 
the large bowel. 

A familial tendency is not infrequently 
noted, and when this is present there is 
likely to be widespread involvement. When 
the diverticula are many and widely dis- 
persed the condition is known as diver- 
ticulosis. 

There is as much interest in the patho- 
genesis of diverticulitis as in that of acute 
appendicitis. Occlusion of the communicat- 
ing neck with the lumen of the bowel is 
as important as it is in appendicitis. The 
part played by foreign bodies and the 
disturbances of intrinsic blood supply are 
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as decisive in this condition as they are 
in the presence of inflammatory changes 
in the appendix. 

Acute Diverticulitis—The pathogenesis 
of acute diverticulitis is as bizarre as that 
of acute appendicitis. The clinical picture 
presented by an acutely inflamed diver- 
ticulum of the sigmoid so closely parallels 
that of appendicitis that the condition has 
been referred to as left-sided appendicitis. 
Fortunately, frank perforation of a diver- 
ticulum is not very common. When it oc- 
curs, the picture rapidly changes from 
that of a local inflammatory lesion to that 
of spreading, diffuse peritonitis. It may be 
accompanied by shock and by boardlike 
rigidity of the abdomen, with a rapid in- 
crease in pulse rate. In one of our patients 
the collapse was so precipitous and com- 
plete that operation was delayed several 
hours in the hope that the patient’s con- 
dition could be improved by supportive 
treatment. It was a vain hope, for the 
patient died in twelve hours. Postmortem 
examination revealed a ruptured diver- 
ticulum which permitted the escape of a 
large amount of liquid feces into the free 
peritoneal cavity. It is fortunate that these 
frank ruptures are uncommon. One sees 
much more frequently the acute type, with 
adhesions about the local area. These 
delimiting adhesions may be made up 
of omentum, neighboring coils of small 
intestine or pelvic viscera, such as the 
bladder, the uterus, the tubes or the 
broad ligament. Not uncommonly local 
abscesses develop, which may remain com- 
paratively circumscribed or may spread, 
with the production of large pools of pus 
containing a rich flora of intestinal or- 
ganisms. 

The termination of these abscesses is 
difficult to predict. Some of them rupture 
spontaneously into a loop of bowel with 
gradual resolution of the pyogenic wall. 
Others burrow for some distance and 
evacuate themselves into the bladder (or 
through the vagina in the female). Still 
others continue to spread and fill the 
pelvic cavity, ultimately requiring sur- 
gical relief via the abdominal wall, the 
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vagina or the rectum. 

In a previous paragraph mention was 
made of the diverticulum that invades the 
mesentery, particularly the thick mesen- 
teric root of the sigmoid. Here the acutely 
inflamed diverticulum may set up a wide- 
spread inflammatory change in the mesen- 
tery, which not infrequently produces par- 
tial or complete obstruction. A tumor mass 
that suggests a malignant lesion of the 
left side of the colon is sometimes palpable 
in the left lower quadrant of the abdomen. 
It is difficult to recognize the lesion pro- 
duced by diverticulitis and often impos- 
sible to differentiate it from a carcinoma 
of the same region. Either lesion may be 
accompanied by an elevation of temper- 
ature and the presence of leukocytosis. If 
the site of the lesion is sufficiently low, 
proctoscopic examination will reveal 
swollen, edematous, inflamed mucosa, but 
no evidence of an ulcer crater can be 
demonstrated in the diverticulitis lesion. 
On roentgen examination the patient with 
diverticulitis may present a continuous 
mucosal pattern even though a stricture 
of the area is present. The presence of 
frank blood in the stool is suggestive of 
an ulcerative malignant growth. 

Chronic Diverticulitis—In practically 
all diverticula there occurs some degree 
of chronic inflammatory change. Many 
diverticula present varying degrees of re- 
current inflammation. They may attach 
themselves to neighboring viscera, and 
they sometimes produce intervisceral fis- 
tulas. 

Management.—One should make the 
diagnosis of diverticulitis only after a 
careful study of the patient’s history, the 
onset of his symptoms and any physical 
abnormalities he may present. The ju- 
dicious use of barium enemas or um- 
brathor enemas may reveal the character 
of the lesion. The double contrast method 
of inflation has some hazards and should 
be carried out only by a roentgenologist 
who has had considerable experience in 
its use. Proctologic examination may be 
useful in selected cases, but as a rule the 
lesion is beyond the field that can be vis- 
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ualized by the instrument. 

When the symptoms of diverticulitis 
develop sufficiently to warrant the pa- 
tient’s appeal to his-surgeon the lesion 
may present various types of pathologic 
change. When a stricture is demonstrated 
or a mass is palpable, the surgeon has 
little recourse except to explore the ab- 
domen. Even with the abdomen open and 
the lesion in the bowel exposed there is 
almost always the question of whether or 
not the stricture or mass is of malignant 
origin. Since this question has been posed 
in so many instances, it should forewarn 
all who undertake to treat these lesions 
that adequate preoperative preparation 
should precede the opening of the abdo- 
men. The spectre of malignant disease 
is in every surgeon’s mind, and, since 
frozen sections of any part of the tissue 
are notoriously unreliable, there is little 
choicé left except to resect the tumor 
together with sufficient bowel on either 
side of the lesion. 

If the surgeon has followed out a care- 
fully planned preoperative course he can 
rely in most instances on immediate pri- 
mary anastomosis. If a local abscess is 
present it becomes necessary to establish 
a colostomy as the first stage of the oper- 
ation and reunite the ends to establish 
continuity at a later date. In the presence 
of an intervisceral fistula, it would seem 
more expedient, first, to establish a colos- 
tomy and, at a subsequent operation, to re- 
sect the lesion and close the fistula. If the 
fistula has extended into the bladder, it 
has been found advantageous to insert 
and maintain an indwelling catheter for at 
least ten days after the establishment of 
a colostomy. Probably a word of caution 
should be given to those who are over- 
anxious to do a one-stage resection with 
primary anastomosis. If an abscess has 
developed in the mesentery or about the 
bowel, there will be considerable danger 
in utilizing primary anastomosis. We are 
of the opinion that primary anastomosis 
should never be done if it is necessary 
to employ any type of drainage in the 
vicinity of the anastomosis. We are also 
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conscious of the discomfiting tendency 
of the incision to disrupt after opera- 
tion. It has been our practice to use 
through-and-through sutures of stainless 
steel wire as the major support of the 
abdominal wall. The peritoneum is closed 
with catgut or interrupted silk. In patients 
who have had primary anastomosis we 
utilize a Levine tube for suction through 
the nose to keep the upper level of the 
intestine deflated, and we also keep an 
indwelling dumbbell or rectal tube con- 
tinuously in place to avoid distention of 
the lower part of the bowel. Parenteral 
feeding is utilized for the first week and 
supplementary oral feedings are cautious- 
ly given until after the tenth day. 


SUMMARY 


Diverticulitis occurs most commonly in 
persons beyond middle life. Acute diver- 
ticulitis has all of the variations in sever- 
ity and many of the complications that 
are associated with acute appendicitis. 
Chronic diverticulitis may easily be con- 
fused with maligant disease of the large 
bowel. The surgical management of either 
lesion requires a keen appreciation of the 
various technics of surgery of the large 
bowel. Adequate preoperative preparation 
greatly facilitates surgical management. 
Wound disruption is not infrequently a 
disastrous complication. 


RESUMEN 


La diverticulitis ocurre muy frecuente- 
mente en personas que han pasado la edad 
media de la vida. La diverticulitis aguda 
tiene todas las variaciones en lo que atafie 
a gravedad y muchas de las complicaciones 
asociadas con apendicitis aguda. La di- 
verticulitis crénica puede confundirse con 
el cancer del intestino grueso. El trata- 
miento quirtirgico de cualquiera de estas 
lesiones requiere una sutil apreciacion de 
las diversas técnicas quirtrgicas para el 
intestino grueso. La preparacién preope- 
ratoria adecuada puede facilitar grande- 
mente el tratamiento quirtrgico. La herida 
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por dislaceracién es frecuentemente una 
complicaci6n desastrosa. 


SUMARIO 


A diverticulite océrre mais comumente 
em pessoas alem da meia idade. A diver- 
ticulite aguda tem todas as variacgdes de 
severidade e muitas das complicagées as- 
sociadas com apendicite aguda. A diver- 
ticulite cronica pode ser facilmente con- 
fundida com doencas malignas do intes- 
tino grosso. O manuseio cirurgico de cada 
lesAo requer uma apreciacao inteligente 
das varias tecnicas cirurgicas do intestino 
grosso. Adequada preparacao preopera- 
toria péde facilitar grandemente o manu- 
seio cirurgico. Evisceracao pos-opera- 
toria é frequentemente uma complicacao 
desastrosa. 

RIASSUNTO 


Di diverticolite ammalano per solito 
persone di eta oltre la media. La diver- 
ticolite acuta ha tutti i gradi di gravita 
e la maggior parte delle complicazioni 


proprie dell’appendicite acuta. La diver- 
ticolite cronica pud facilmente essere con- 
fusa con una neoplasia maligna del colon. 
La cura chirurgica di ambedue le forme 


richiede un’appronfondita valutazione 
delle varie tecniche operatorie proprie 
della chirurgia del colon, ed é assai facili- 
tata da un’appropriata preparazione pre- 
operatoria. La disgiunzione della ferita 
operatoria é, non infrequentemente, una 
complicazione molto grave. 
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Diverticulitis kommt im allgemeinen bei 
Personen jenseits des mittleren Lebens 
alters vor. Die akute Diverticulitis kann 
wie die akute Blinddarmentzuendung alle 
Grade der Heftigkeit aufweisen und 
aehnlich wie diese mit vielen Komplika- 
tionen einhergehen. Die chronische Diver- 
ticulitis kann leicht mit einer boesartigen 
Dickdarmerkrankung verwechselt werden. 
Die chirurgische Behandlung  beider 
Erkrankungen erfordert eine genaue 
Abschaetzung der verschiedenen Tech- 
niken der Dickdarmchirurgie. Angemes- 
sene Vorbereitung vor der Operation kann 
die chirurgische Behandlung sehr erleich- 
tern. Ein Riss der Wunde stellt nicht 
selten eine katastrophale Komplikation 
dar. 

RESUME 


La diverticulite apparait le plus souvent 
chez les personnes d’Age moyen. La di- 
verticulite aigue a toutes les variations de 
sévérité et beaucoup des complications e 
l’appendicite aigue. La diverticulite chron- 
ique peut facilement se confondre avec 
une lésion maligne du gros intestin. Le 
traitement chirurgical d’une lésion ou de 
l'autre demande une appréciation juste 
des différentes techniques chirurgicales de 
la chirurgie du gros intestin. Une prépa- 
ration préopératoire adéquate facilite le 
traitement chirurgical. I] n’est pas rare 
quel’éventration soit une complication 
désastreuse. 
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The Renal Factor In Nontoxemic Hypertensive 
| States of Pregnancy 
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curring during pregnancy, labor, de- 

livery and the puerperium are not 
all due to toxemia of pregnancy. Some of 
these conditions are not even related to 
pregnancy, and their occurrence at that 
time is purely coincidental. 

Hypertensive states that are nontoxemic 
in origin are most important because of 
the close relation between obstetrics and 
urology. The physiologic and anatomic 
relations between the reproductive organs 
and those of the urinary tract make it 
doubtful that disease of one group can 
fail to have a harmful effect upon the 
other. Thus, in obstetrics, deviations from 
the normal anatomic or physiologic na- 
ture of the urinary tract may have a de- 
cided effect upon the outcome of an other- 
wise normal pregnancy. 

It is very important that differentiation 
be made between toxemic and nontoxemic 
hypertension in pregnancy. 

In this discussion nephritic toxemia 
will not be considered. 

Hypertension that decreases promptly 
with bed rest and increases with resump- 
tion of activity, in patients who do not 
present definite changes in the eye- 
grounds, who have normal or near-normal 
carbon dioxide tension values, who are 
without albuminuria or have only mild 
albuminuria and who have normal serum 
uric acid values, should be considered as 
belonging in the nontoxemic hypertensive 
group. For these patients thorough in- 
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vestigation of the urinary tract is defi- 
nitely indicated. 

In many conditions whose origin is in 
the urinary tract there may be no local 
symptoms. The only objective symptom 
may be hypertension, which is the Neme- 
sis of the obstetrician. 

Primary or essential hypertension oc- 
curs in approximately 5 per cent of the 
adult population of the United States. It 
is aggravated by pregnancy, but since its 
course, unless surgically managed, is rap- 
idly and destructively downhill, it is im- 
possible to say whether pregnancy has a 
permanent and harmful effect. The out- 
look for the fetus is nearly as bad as that 
for the untreated mother, the fetal mor- 
tality being over 65 per cent. 

Deviations from normal in the urinary 
tract which-are responsible for the devel- 
opment of hypertension may fall into sev- 
eral groups. Some will be mentioned only 
for the sake of completeness. 

The first and perhaps the most uncom- 
mon group of lesions comprises cysts of 
the kidney. These are usually unilateral 
and acquired. They may be either single 
or multiple. Surgical management is 
usually indicated and when employed usu- 
ally results in a rather rapid lowering of 
the blood pressure to normal limits. 

The second group consists of con- 
genital polycystic kidney disease. Hyper- 
tension in this group is dependent upon 
the amount of kidney destruction and oc- 
curs in 40 to 75 per cent of patients with 
this condition. Polycystic kidneys are usu- 
ally bilateral. 

Polycystic kidney disease is usually un- 
diagnosed until after the age of 30, when 
most women have had one or more babies; 
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Fig. 1.—Dilatation of kidney pelvis and ureter in 
a nonpregnant patient. 

’ its asymptomatic occurrence, therefore, 
apparently is no contraindication to preg- 
nancy. A sudden bout of renal colic or 
hematuria may occur and the condition 
be first diagnosed during routine pyelo- 
graphic examination. 

Because of the progressive nature of 
this condition, the treatment is chiefly 
supportive. Regular examinations are im- 
portant, and the acute symptoms may be 
relieved and a reduction in blood pressure 
obtained by ureteral catheterization and 
renal pelvic lavage. 

The third group consists of hyperten- 
sive states due to obstructions of the uri- 
nary tract. These may be ureteral stric- 
tures, twists, kinks or dilatations, either 
congenital or acquired. In 1930 Maher 
and Wosika? demonstrated the associa- 
tion of urologic abnormalities and mal- 
functions in the study of 600 patients with 
hypertensive cardiac disease. They found 
hypertensive cardiac disease to occur in 
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Fig. 2.—Ureteral kinking in an abnormally long 

ureter. 
approximately 17 per cent of patients with 
urologic lesions, but in only slightly over 
4 per cent was the condition due to par- 
enchymal renal disease. The basic lesions 
were those of obstruction, infection or 
both. Kinks in the ureter are more com- 
mon in women than in men; they occur 
more frequently on the right side and may 
be either congenital or acquired. They 
may be due to abnormal rotation of the 
kidney, abnormal length of the ureter, 
ptosis of the kidney or peritoneal adhe- 
sions. 

Ureteral strictures may also be either 
congenital or acquired. In 1911 Hunner 
called to the attention of the medical pro- 
fession the frequency of ureteral strictures 
in the female. He suggested that strictures 
were due to an inflammatory process in 
the wall of the ureter, due to some distant 
focus of infection that produced stasis of 
the urinary stream. Pain along the course 
of the upper portion of the urinary tract, 
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Fig. 3.—Neglected childhood pyelitis—fifth post- 

partum day. 
associated with occasional pus or blood in 
a catheterized urine specimen from a 
patient with paracervical tenderness with 
or without hypertension, is suggestive of 
ureteral stricture, and pyelographic study 
is definitely indicated. The treatment is 
indicated by the condition observed on 
urographic study and usually consists of 
progressive ureteral dilatation, which is 
followed by a resultant fall in blood pres- 
sure. 

The fourth group is composed of hydro- 
nephrosis and/or pyelonephritis. Since 
pyelonephritis usually develops in patients 
with hydronephrosis in pregnancy, these 
conditions will be considered infectious 
processes. They occur more frequently 
than do any other complications of preg- 
nancy, with the possible exception of 
nausea and vomiting, and are respon- 
sible for a high fetal loss. They may be 
unilateral or bilateral. Normal ureteral 
dilatation of pregnancy, which produces 
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stasis or some type of obstruction or ure- 
teral dysfunction, is usually causative. 

Edema of all the pelvic structures, 
which occurs in the third or fourth month 
of pregnancy and persists until term, also 
affects the pelvic portion of the ureter. 
This may be a factor in the production of 
pyelonephritis by diminishing the caliber 
of one or both ureters thereby producing 
urinary stasis. 

In typical cases of pyelonephritis uro- 
graphic study is unnecessary. In doubtful 
cases, however, it may be desirable and 
should be done as though the patient were 
not pregnant. There is no danger of pre- 
mature termination of pregnancy or in- 
duction of labor—regardless of the stage 
of gestation—in complete urologic exam- 
ination, including retrograde pyelographic 
studies. 

In nearly every patient with pyelo- 
nephritis some form of obstruction exists. 
It may be nothing more than excessive 
ureteral dilatation. In these patients the 
use of the indwelling ureteral catheter 
may be employed in conjunction with the 
antibiotics and the sulfonamides, but ade- 
quate drainage is necessary to effect a 
cure. The ureteral indwelling catheter is 
used to prevent further damage to the 
kidneys and thereby lessen the incidence 
of abortion or later nonviable termination 
of pregnancy. 

If the conditon does not respond rather 
promptly to the proper antibiotics, ure- 
teral dilatation, renal pelvic lavage and 
the use of the indwelling ureteral cathe- 
ter, and if it is associated with even mild 
hypertension, termination of the preg- 
nancy should be considered. 

Within a few weeks after delivery at 
term or earlier termination of pregnancy, 
any patient who has shown any type of 
renal infection should have another com- 
plete urologic examination to determine 
the degree of impairment of renal func- 
tion and the extent of anatomic damage. 
The causative factor should then be cor- 
rected, so that this serious complication 
may be avoided in future pregnancies. 
The importance of diagnosis and manage- 
ment of these conditions may be empha- 
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sized by the observations of Crabtree and 
Reed,? who noted hypertensive condi- 
tions in 6 of 45 patients five to ten years 
post partum. 

The fifth group is made up of possible 
pheochromocytomas. These tumors are 
usually single and unilateral, and they are 
usually located in the adrenal gland, 
although extramedullary pheochromocy- 
tomas may occur at any place in the chro- 
maffin chain. The patient usually has mod- 
erately elevated blood pressure, with acute 
exacerbations of extreme hypertension 
associated with precordial and epigastric 
pain, flushing of the face, headache, per- 
spiration and blanching of the extremities. 
Diagnosis may be made by the histamine 
test, with the characteristic rise in blood 
pressure, or by the benzodioxan test, with 
the associated fall in blood pressure. If 
the tumor is medullary, retrograde pye- 
lographic study is an invaluable diagnos- 
tic procedure. The treatment of these tu- 
mors is surgical. 

The sixth and final group comprises 
Goldblatt’s hypertension or renal ischemia. 
This condition is frequently overlooked or 
classed as toxemic hypertension of preg- 
nancy. Its symptoms also simulate those 
of pheochromocytoma. There occur par- 
oxysmal hypertension with epigastric and 
substernal pain and the feeling of impend- 
ing disaster, headache, vertigo and oc- 
casional nausea and vomiting. This con- 
dition usually occurs in the last trimester 
of pregnancy or in the puerperal period. 
Tachycardia, with profuse perspiration 
and elevated blood sugar values, is fre- 
quent. Hypertension and mild albuminuria 
are the only constant symptoms. If these 
conditions occur in the later stages of 
pregnancy, postpartum hemorrhage is 
frequent. This may be either immediate 
or delayed or both. Uterine tone and gen- 
eral involution are almost normal, but 
owing to the greatly increased arterial 
pressure there is local subinvolution of 
the placental site with constant loss of 
blood. In spite of transfusions, near ex- 
sanguination may occur and malignant 
hypertension may follow. Even when the 
patient is practically exsanguinated, arte- 
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Fig. 4.—Same patient as Figure 3, six months 
post partum. 

rial hypertension persists. The hyper- 
tension is not constant, and, like that due 
to pheochromocytoma, is affected by emo- 
tion, activity and fatigue. Goldblatt* 
showed that renal ischemia may be di- 
rectly responsible for the development of 
experimental hypertension and that if 
the clamp on the main renal vessel is re- 
moved blood pressure in the experimental 
animal returns gradually to normal. 

An interesting practical application of 
Goldblatt’s work, which centers upon the 
renal origin of so-called essential hyper- 
tension, is the presence of hypertension 
associated with unilateral pyelonephritis 
or distortions of the renal pelvis and the 
prompt return of blood pressure to nor- 
mal after removal of the diseased kidney 
or after a plastic operation on the renal 
pelvis. 

Hypertension associated with unilateral 
or bilateral pyelonephritis or other forms 
of renal abnormality producing urinary 
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Fig. 5.—Three months post partum. Severe hy- 

pertension. Suspected aberrant renal vessel. At 

operation deformity was found to be caused by 

adhesions in kidney pelvis due to pyelitis in 
childhood. 


and vascular stasis or obstruction may 
occur in patients in whom there is asso- 
ciated vascular sclerosis or in whom the 
inflammatory disease may have the same 
effects on renal circulation as does vascu- 
lar disease. Goldblatt’s hypertension may 
also be produced by ureteral compression 
due to anomalous relations of the ureter 
to the vascular system. Such ureteral 
anomalies include retrocaval ureters, 
ureters passing posteriorly to the iliac 
vessels and aberrant renal vessels. 

One of the most frequent causes of the 
so-called Goldblatt hypertension in preg- 
nancy or the puerperal state is pyelitis in 
early childhood, with resultant distortion 
of the renal pelvis or the ureter due to 
the formation of adhesions. 

Any patient with a history of childhood 
pyelonephritis should have the benefit of 
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thorough urologic examination as early 
as possible in pregnancy, as she is poten- 
tially hypertensive. Abnormalities in the 
urinary tract should be diagnosed and 
treated early in pregnancy to avoid seri- 
ous hazard to the future health and life 
of the patient. 

The diagnosis of Goldblatt’s hyperten- 
sion is made by pyelographic procedures, 
either excretory or retrograde, the latter 
being preferable. The treatment of choice 
is indicated by the condition observed on 
urographic examination. 

In the third group (of hypertensive 
states due to obstructions of the urinary 
tract) was the case of a nonpregnant 
woman with extensive dilatation and in- 
fection of the renal pelvis and ureter. In 
another patient marked kinking was ob- 
served, together with abnormal length 
of the ureter. These conditions responded 
satisfactorily to the frequent use of an 
indwelling ureteral catheter. Both patients 
were treated before and during preg- 
nancy, and both had uneventful preg- 
nancies, deliveries and puerperal periods. 
Regular urologic follow-up was done, and 
in both cases normal renal function, pyelo- 
grams and blood pressure were obtained 
in about six months. 

The effects of neglected childhood were 
demonstrated by another patient, whose 
condition had been diagnosed as congen- 
ital polycystic kidney disease. When seen 
in the last month of pregnancy she had 
mild hypertension and albuminuria. Ure- 
teral catheterization and pelvic lavage 
allowed her to deliver at term. Under 
urologic treatment her blood pressure re- 
turned to normal and has remained nor- 
mal. She is still under urologic observa- 
tion. 

In another case a suspected pheochro- 
mocytoma was ruled out by pyelographic 
study. The patient, three months post 
partum, had extreme hypertension. The 
blood pressure in millimeters of mercury 
had been as high as 260 systolic and 140 
diastolic. A preoperative diagnosis of 
aberrant blood vessel of the renal pelvis 
was made. At operation several firm ad- 
hesive bands were observed crossing the 
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renal pelvis and the upper portion of the 
ureter. These were cut, leaving a loose 
pelvis and ureter so that no evidence of 
the constriction appeared in the pyelo- 
gram. The blood pressure gradually di- 
minished, and eight months after opera- 
tion was within normal limits. This pa- 
tient has since had two other pregnancies 
without elevation of blood pressure. The 
pyelographic deformity was caused by 
childhood pyelitis. 

In conclusion, I wish to stress the im- 
portance of obtaining a complete urologic 
history of every pregnant patient. Those 
with a history of previous trouble of any 
kind should be seen by a competent urolo- 
gist, and any malfunction or abnormality 
should be given proper treatment. 

The cooperation of the urologist and 
obstetrician is essential if these patients 
are to receive the proper obstetric care. 


SUMMARY 

The renal factors in nontoxemic hyper- 
tensive states of pregnancy are discussed, 
with special reference to the experimental 


work of Goldblatt. Stress is laid on the 
‘importance of a complete urologic history 
of every pregnant patient, especially those 
with a history of urologic disturbances in 
childhood. Close cooperation between the 
urologist and the obstetrician is empha- 
sized. 
RESUME 

L’auteur décrit une technique pour 
mobilisation rapide de la portion intra- 
pancréatique du cholédoque dans les opér- 
ations telles que la duodénostomie. D’aprés 
lue, sa technique diminue les dangers 
d’atteinte de la veine porte, complications 
sérieuses méme dans les mains de chirur- 
giens passés maitres. 


SUMARIO 

O autor discute o fator renal nos estados 
hipertensivos nao toxicos da gravidez, 
realcando a importancia de se obter uma 
historia urologica compléta de cada paci- 
ente gravida. Aquelas com uma historia 
de perturbacao prévia de qualquer especie 
devem ser vistas por um competente 
urologista a qualquer alteracaéo funcional 
anormal deve receber tratamento ade- 
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quado. A cooperacao do urologista e do 
obstétra é essencial si essas pacientes vao 
receber o adequado cuidado obstétrico. 


RIASSUNTO 

L’A. discute il valore del fattore renale 
in quegli stati ipertensivi delle gravide 
che non possono essere messi in rapporto 
con fatti tossiemici, e raccomanda di 
raccogliere una anamnesi completa dal 
punto di vista urologico in ogni gestante. 
Quelle con una storia di disturbi renali, 
di qualsiasi entita essi siano, debbono 
essere studiate da un urologo che provveda 
a curare adeguatamente ogni disfunzione 
od ogni stato patologico renale. 

La collaborazione fra urologo e ostetrico 
é d’importanza essenziale se la pazienti 
debbano subire manovre ostetriche. 


RESUMEN 
Se discute el factor renal en los estados 
hipertensivos no t6xicos del embarazo, in- 
sistiendo sobre la importancia de obtener 
una historia urol6gica completa de toda 
paciente embarazada. Aquellas con ante- 
cedentes de trastorno anterior de cualquier 
clase deben ser examinadas por un ur6logo 
competente, debiendo recibir tratamiento 
adecuado todo estado funcional anormal. 
La cooperacién del urélogo y del tocé- 
logo es esencial para que estas pacientes 
reciban la atencién obstétrica apropiada. 
ZUSAM MENFASSUNG 
Es wird die Rolle der Nieren in nicht 
toxischen Zustaenden von Blutdruckerhoe- 
hung in der Schwangerschaft eroertert 
unter besonderer Beruecksichtigung der 
experimentellen Arbeit von Goldblatt. Die 
Wichtigkeit einer vollstaendigen urologi- 
schen Anamnese in jedem Fall von 
Schwangerschaft, besonders, aber in sol- 
chen, deren Krankheitsgeschichte urolo- 
gische Stoerungen in der  Kindheit 
aufweist, wird hervorgehoben. Enge 
Zusammenarbeit zwischen dem Urologen 
und dem Geburtshelfer wird gefordert. 
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A Rare Anomaly in Peritonitis Involving the 


Small Bowel 
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to be presented is evidenced by the 

lack of any literature explaining the 
development of this extensive process, 
caused by low grade progressive peri- 
tonitis. The curiosity aroused by the ap- 
pearance in one’s operative field of such 
an unusual tumor mass produces in- 
creased interest in and enthusiasm for 
one’s specialty. The variety of opinions 
expressed concerning this case, in which 
the .condition remained asymptomatic 
until obstruction occurred, warrants its 
publication. 


[et rarity of the abnormality here 


REPORT OF A CASE 


The patient, a white woman aged 53, had 
had intermittent abdominal pain for six days. 
Up to that time she had enjoyed good health 
and had done heavy farm work. The onset of 
her present illness took the form of a “green 
apple stomach ache” arising in the umbilical 
area. The pain became so severe that a physi- 
cian was called and a hypodermic injection 
given for relief. On the next day the patient 
was better, and for four days she remained 
asymptomatic and did her usual heavy work. 
One day prior to this examination the pain 
recurred; it was of the same type as before 
but was confined to the left upper abdominal 
quadrant. The patient was nauseated, vomited 
“green bile’ several times and had two bowel 
movements. The intermittent cramping pain 
persisted, becoming gradually worse. The 
abdomen became “sore all over” and very 
tender to touch. At no time did she have any 
fever. She was then sent to the hospital, a 
journey of about a hundred miles. 

The history revealed the patient to have 
had these same attacks of pain, nausea and 
vomiting about once a month between the ages 
of 10 and 15 years, which kept her out of 
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school two to three days each time. In other 
respects the past history, as well as the family 
history, was irrelevant. 

Physical examination revealed the patient 
to be obese, weighing 265 pounds (120.2 Kg.). 
She was in acute distress from pain in the 
left upper abdominal quadrant. The tempera- 
ture was 98.6 F., the pulse rate 84, the respir- 
atory rate 20, and the blood pressure in milli- 
meters of mercury 110 systolic and 60 dias- 
tolic. The skin was warm and moist. The eyes, 
ears, nose and throat revealed no abnormality. 
The lungs were clear to percussion and 
auscultation. The heart was not enlarged; 
the sounds were of good quality and the rate 
84. The heartbeat was regular. The entire 
abdomen was exceptionally tender, with pro- 
nounced rebound. The maximum tenderness 
existed midway between the xiphoid and the 
umbilicus. A small umbilical hernia sac, the 
size of a five-cent piece, was present but 
empty. The pelvis was normal except for 2 
plus retroversion. The extremities were nor- 
mal. Laboratory tests gave the following re- 
sults: red blood cells, 4,440,000 per cubic 
millimeter, with 87 per cent (13.5 Gm.) of 
hemoglobin; white blood cells, 4,650 per cubic 
millimeter, with 47 per cent polymorphonu- 
clear leukocytes (37 per cent filamented, 10 
per cent nonfilamented) 52 per cent lympho- 
cytes, and 1 per cent monocytes. The Wasser- 
mann and Kahn tests gave negative results. 
The value for total proteins was 6.7 Gm. The 
value for phosphorous was 4 mg. and that 
for calcium 9.3 mg. 

A plain roentgen film of the abdomen and 
pelvis failed to reveal any demonstrable soft 
tissue masses in the abdomen or the pelvis. 
The kidney outlines, the liver and the spleen 
were within normal limits. There was dis- 
tention of the small bowel in the left upper 
abdominal quadrant, and some gas was pres- 
ent in the proximal and transverse portions 
of the colon. The skeletal structure of the 
lower part of the back and that of the pelvis 
were grossly normal. Dense sclerotic change 
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Fig. 1—Tumor mass before removal, showing plications. The mass extended 
across the breadth of the abdomen. 


Fig. 2.—Entire tumor after fixation. Distal end (left) shows a thick fibrotic 
covering. 


was observed along the right sacroiliac joint, There was no diagnostic evidence of per- 
and there was some reaction of the bone and foration of an intra-abdominal hollow viscus. 
joint structure at the lumbosacral juncture. The impression was that early mechanical ob- 
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Fig. 3.—Proximal end, showing less covering, 
evidently of a more recent formation. 


struction of the small bowel or mesenteric 
thrombosis could account for the symptoms. 

Operation.—With the patient under sodium 
pentothal-cyclopropane anesthesia, the abdo- 
men was opened by an upper paramedian in- 
cision. On upward retraction of the trans- 
verse portion of the colon, a large tubular, 
doughy tumor mass was observed, which re- 
sembled a distended section of an inner tube. 
It was approximately 18 inches (45.7 cm.) 
long and ran from a high position in the left 
upper quadrant to the right and slightly down- 
ward. The entire mass was delivered free from 
any adhesions. 

The distal half of the tumor was covered 
with a smooth peritoneal covering. The proxi- 
mal half, which included all the jejunum to 
within 6 inches (15.2 cm.) of the ligament 
of Treitz, was not covered and presented many 
loops of small bowel as perfectly plicated as 
if they had been arranged by Noble. 

The acute symptoms were caused by an 
obstruction within this dense tumor mass. A 
resection was done, approximately 6 or 8 feet 
of the ileum being left. The proximal end of 
the ileum was then brought up to the short 
stump of the jejunum at the ligament of 
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Treitz; a side-to-side anastomosis was per- 
formed, and the portions of the mesentery 
were sutured together. Sulfamilamide (5 
Gm.) was placed around the side of the anas- 
tomosis and the abdomen was closed with cat- 
gut to the peritoneum, interrupted nylon to 
the fascia and subcutaneous wire to the skin. 
The immediate postoperative condition of the 
patient was good. 

The pathologic report after the oper- 
ation (jejunectomy and partial ileectomy) 
was as follows: “Gross Description: The 
material after eighteen hours of fixation 
consists of a mass of small intestines 
matted together, the overall dimensions of 
the specimen having a length of 48 cm. 
and a maximum diameter of 11 cm. At 
each end of the specimen can be identi- 
fied a length of small intestine averag- 
ing about 8 cm. at each pole. One of these 
(distal) is thick walled, apparently from 
hypertrophy and edema, with a granular 
appearing serosa. The other portion of 
small bowel does not show the thickening 
of the wall. The bulk of the specimen is 
composed of loops of small intestine 
densely adherent by very broad fibrous ad- 
hesions which are matted together to the 
extent that, in many areas, inspection of 
the exterior of the specimen would not 
suggest that it is composed of these ad- 
herent loops of intestine. Gross section 
reveals the fact that it does represent 
adherent loops of small intestine, and be- 
tween them are relatively large amounts 
of edematous and adipose tissue, appar- 
ently from the mesentery. No intrinsic 
changes are noted in the intestine. Dissec- 
tion of the lymph nodes in the adipose 
tissue reveals several near the proximal 
end of the specimen, the largest of these 
being 1 cm. in diameter. It has a cellular 
cut surface with some areas of brownish 
discoloration. 

“A. This section presents mesenteric lymph 
nodes surrounded by adipose tissue. The 
lymph nodes are all intact and the germinal 
centers are not particularly prominent. There 
is some focal endothelial proliferation, and 
reticulum cells are fairly prominent in some 
areas. There is some evidence of phagocytosis 
of the follicles. Sinusoids are fairly prominent 
in the center of the nodes, and occasional! 
polymorphonuclar leukocytes are seen. 
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Fig. 5.—A, roentgenogram taken before operation, showing small bowel obstruction, high and 
transverse. B, film taken after operation, showing only short length of small bowel left. 

“B. This section reveals numerous irregu- of the other, with no evidence of an inter- 
lar loops of small intestine, often so intimately vening serosal surface. The mucosa is intact 
related to each other that the subserosa of throughout. The epithelium in general presents 
one blends imperceptibly with the subserosa no abnormalities. The interstitial tissue of the 
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mucosa is cellular and is composed largely of 
mononuclear leukocytes, some phagocytes and 
occasional polymorphonuclear leukocytes. 
Small capillary “spaces are prominent in the 
mucosal interstitial tissue, and some endo- 
thelial proliferation is seen. The mucosa is 
rather edematous. The muscularis mucosa is 
intact throughout; in a few areas it is at- 
tenuated and scirrhous, somewhat marked by 
small lymphoid foci. The submucosa is loose 
and edematous in most. areas, as is the sub- 
serosa. The muscularis is intact and contains 
occasional polymorphonuclear and mononu- 
clear leukocytes. 

“Diagnosis: Mild adhesive enteritis with 
superimposed acute enteritis and marked 
edema; mild chronic lymphadenitis.” 

Postoperative Observations.—The postoper- 
ative course was satisfactory. For two days 
the temperature rose to 100 F., but there- 
after it remained normal. Owing to the ex- 
tent of the operation the patient was not 
allowed to become ambulatory until the sec- 
ond postoperative day. On the third and fourth 
postoperative days there were several liquid 
stools, but this condition progressed no 
further. On the sixth day the patient was 
able to go to the bathroom, and on the eighth 
day she returned to her home and has had 
no further trouble. For the past two months 
she has been doing her usual housework, is 
“hungry all the time,” and has had 1 to 2 
bowel movements daily. Thus far she has lost 
only 10 pounds (4.5 Kg.) in weight. 


COMMENT 


The unusual pattern of this pathologic 
process is noteworthy, particularly since 
it required so extensive a resection of the 
small bowel. By counting the loops with 
a consistent length of 9 inches (22.8 cm.), 
it is found that 14 feet of small bowel 
was removed (approximately 9 feet of 
jejunum and 5 feet of ileum). 

It is interesting to note that this length 
of bowel was enclosed in a tubular mass 
20 inches long and 5 inches in diameter. 
This was made possible by its perfect 
plication and by the fact that it occupied 
the portion of the small bowel that has 
the greatest mesenteric length, which, in 
this case, is somewhat accentuated by the 
fact that the patient was corpulent and 
the mesentery contained an excessive 
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quantity of heavy fat. 

In considering the pathologic aspects 
of this tumor, one is impressed with the 
progressive agglutination fixation in per- 
fect plications by low grade peritonitis, 
which has progressively produced broad, 
dense plications. From the past history 
and the appearance of the distal half of 
the tumor mass, one would judge that 
this process was of long standing. 

It is of interest, also, to note how this 
process demonstrates the reason for the 
technic that Noble employs in his plica- 
tions. 

The subsequent physiologic action of the 
remaining small bowel was only tem- 
porarily disturbed by its shortening, 
which normally would bring increased 
fluids into the remaining bowel by in- 
creased osmotic pressure. 


SUMMARY 


An unusual and interesting case is re- 
ported, in which 14 feet (4.67 M.) of 
small intestine, spontaneously plicated, 
was removed in a tubular mass 20 inches 
(50.8 cm.) long and 5 inches (12.7 cm.) 
in diameter. The perfect plications were 
apparently the result of low grade peri- 
tonitis. 

SUMARIO 


Um caso raro e interessante é relatado, 
no qual 14 pés (426.72 cms.) de intestino 
delgado, expontaneamente moldados, 
foram removidos de uma massa tubular 
de 20 polegadas de comprimento (50.80 
cms.) e de 5 polegadas (12.70 cms.) de 
largura. A perfeita moldagem foi apa- 
rentemente o resultado de moderada peri- 
tonite. 

ZUSAM MENFASSUNG 


Es wird ueber einen ungewoehnlichen, 
interessanten Fall berichtet, in dem von 
einer roehrenfoermigen 50,8 cm langen 
und 12,7 cm weiten Masse 426,72 cm 
Duenndarm, der sich von selbst in Falten 
gelegt hatte, entfernt wurden. Die per- 
fekten Faltungen waren offenbar das 
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Ergebnis einer schleichenden Bauchfell- 
entzuendung. 
RESUME 


Un cas rare et intéressant. Une masse 
de forme tubulaire 20 pouces de long par 
5 pouces de diamétre comprenant 14 pieds 
(426.72 cms) d’intestin gréle plicaturé 
spontanément a été réséquée. Les plicatres 
parfaites furent apparemment le résultat 
d’une péritonite a évolution lente. 


RESUMEN 


Se da a conocer un caso inusitado e 
interesante, en el que 426.72 cm. (14 piés) 
de intestino delgado, espontaneamente 


TESSON: ANOMALY OF SMALL BOWEL 


plegado, se extirparon de una masa tubu- 
lar de 50.80 cm. (20 pulgadas) de largo 
y 12.70 cm. (5 pulgadas) de diametro. 
Dicha plegadura fué aparentemente re- 
sultado de peritonitis poco intensa. 


RIASSUNTO 


Viene riferito un interessante e raro 
caso in cui circa mezzo metro d’intestino 
tenue, spontaneamente raccolto in pliche, 
venne rimosso da una formazione tubulare 
lunga circa 50 cm. (20 pollici) e larga 
circa 13 (5 pollici). 

Le plicature apparivano in relazione 
con una peritonite di lieve grado. 
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Reverse Pectoral Tendon Action for Adolescent 


Obstetrical Paralysis 
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BROOKLYN 


their ideal when the transplant, 

either single or in group action, 
replaces phylogentically the defective 
muscle or group of muscles. That the ideal 
totality is impossible is obvious. 

The work of Leo Mayer with his pos- 
terior tibial and peroneal transplant for 
simple calcaneus is an example of the 
nearest approach to this ideal. On the 
other hand, the biceps transplant for 
quadriceps paralysis reaches the lower 
limit. of this ideal. It acts merely to 
stabilize a correction-extension. Between 
these two extremes are the various grades. 

The calcaneus transplant utilizes 
muscles whose common action is that of 
extension at the ankle joint. No effort is 
required for a new neurophysiologic pat- 
tern, for the resultant action is a part of 
the original function. Here a partial 
physiologic function assumes totality—ex- 
tension of the heel. The biceps transplant 
operation, however, requires a complete 
new neurophysiologic adjustment. This 
necessitates an enormous if not futile 
effort, for in the former procedure phylo- 
genesis accepts the operation, while in the 
latter one is attempting to make the op- 
eration accept phylogenesis. The estab- 
lishment of new neuromuscular pathways 
becomes more difficult, if not impossible, 
when one attempts to individualize op- 
posite action in one tendon which is 
accustomed to work as one of a group unit. 

Until recently no attempt had been 
made to apply muscle transplant to the 
adolescent obstetrical arm. The surgical 
technics of Sever, Fairbank and Klein- 
berg released muscular and capsular con- 
tractures. Scaglietti osteotomized humeral 
torsion resulting from epiphysial separa- 
tion. L’Episcopo, utilizing the teres major 
and latissimus dorsi muscles, transplanted 
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them to the outer side of the humerus 
so that their pull was that of external in- 
stead of internal rotation. This procedure 
falls into the category of biceps trans- 
plants, for it stabilizes a correction—ex- 
ternal rotation. 

An analysis of the deformity shows that 
it is one of internal rotation, abduction 
and limited active abduction. There may 
be internal torsion of the humerus be- 
tween the insertion of the deltoid and the 
anatomic neck. That this sometimes occurs 
is evinced by the fact that after complete 
release of the soft tissues the correction 
is still incomplete, and further attempts 
dislocate the humeral head anteriorly and 
downward. In part this may be due to 
inward and downward angulation of the 
neck of the scapula and to diminution of 
its articular surface both in size and in 
depth. 

The offending muscles are primarily 
those of the bicipital groove, namely, 
the pectoralis major, the teres major and 
the latissimus dorsi. The subscapularis 
anthropologically belongs to this group 
and therefore will be included. In addi- 
tion, there is weakness of the supraspinati 
and infraspinati, and the teres minor; 
contracture of the clavicular portion of 
the deltoid and weakness of its scapular 
part; shortening of the pectoralis minor, 
the short head of the biceps, and the 
coracobrachialis muscles, and an inward 
angulation of the coracoid and acromion 
processes. 

One usually finds a flexion at the elbow. 
This added deformity is of paramount im- 
portance, because voluntary external ro- 
tation becomes increasingly difficult as the 
arm is adducted with the elbow flexed. 
This fact is explained embryologically. 
From the embryologic point of view the 
flexed elbow must be considered an angu- 
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lation of a continuous rigid system con- 
sisting of the arm and forearm. The 
biceps, which in normal life activates the 
elbow and the upper radioulnar and shoul- 
der joints, functions primarily as an in- 
ternal rotator and adductor. It has as its 
fixed point of action the outer side of the 
arm at the angulation of the elbow and its 
fulcrum at the glenoid fossa. When ex- 
tension of the elbow occurs the tendon of 
the biceps is specialized. Its leverage in- 
creases and now assumes a specific action 
—fiexion and supination of the forearm, 
extension and adduction and internal ro- 
tation of the arm. The flexed elbow of the 
adolescent obstetrical arm causes the bi- 
ceps to revert to its original status. 
Specialization is lost, and the tendon of 
the biceps now acts as an adductor and 
internal rotator of the arm. This shifting 
in muscle leverage is an embryologic re- 
coil. In addition, terrestial adaptation 
demands partial loss of power of the ex- 
ternal rotators of the arm. Again em- 
bryology furnishes an explanation. The 
original position of the upper limb bud 
is at right angles to the long axis of the 
body and in internal rotation. The supra- 
spinati and infraspinati and the teres 
minor muscles were primarily external 
rotators. When the arm assumes the po- 
sition of abduction and external rotation, 
these muscles change kinesiologic lever- 
age so that they, and particularly the 
supraspinatus, lose external rotating 
power and gain abducting power. 

The flexed elbow thus increases the 
burden of the embarrassed external ro- 
tators, whose strength cannot be assessed 
before complete contractual release, but 
which admittedly are already weakened. 
The teres transplant now assumes the role 
not only of a stabilizer but of a necessity. 

The purpose of this paper is to interpret 
this necessary stabilization in terms of 
its physiologic limits; to describe a simple 
procedure to attain these limits, and to de- 
termine whether, when this has been done, 
surgical treatment of this condition has 
reached its optimum level of achievement. 

The muscles of the bicipital groove have 
as common actions adduction and internal 
rotation. They act as a group. This 
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common action can not be individualized. 
Can one individualize the peroneal group? 
When the arm is abducted these muscles 
work en masse. The Severe, Fairbank 
and L’Episcopo operations abolish this 
action. The dominant group is now the 
external rotators. A beneficial deformity 
has been substituted for a nonserviceable 
one. If, in addition, the teres and latis- 
simus dorsi transplant is utilized as advo- 
cated by L’Episcopo, a safety factor has 
been added, namely a contractile stabilizer 
of correction. It is not an active external 
rotator, for to make it such we are forced 
to establish new intricate cerebromuscu- 
lar patterns. Besides, we are indi- 
vidualizing, since two muscles are being 
used. This adds considerably to the dif- 
ficulty. The pattern of muscle action can- 
not so easily be changed. We think in 
terms of adduction and internal rotation, 
but the neophysiologic picture, as a 
result of surgical intervention, is external 
rotation and adduction. Phylogenesis does 
not accept the operations in terms of 
established cerebral pathways. Age-long 
established cerebral dynamics demands 
more than man-made desire for muscular 
reshuffling. No matter how faultness the 
technic, an indiscriminate’ transplant 
simulates the mechanical-man type rather 
than the smooth rhythm of perfect physi- 
ologic function. The flexibility of this type 
of physiologic action is directly propor- 
tionate to the common action of the 
muscle utilized. 

Accepting this stabilizing correction 
procedure as the present optimum, I have 
performed the following operation with 
very satisfactory clinical results: 

An incision is made along the pectoral- 
deltoid groove. The cephalic vein is re- 
tracted. The tendon of insertion of the 
pectoral muscle is completely visualized. 
This tendon is generously lengthened by 
the Z method, the upper outer end re- 
maining attached to the bone. The inner 
part is anchored by means of stay sutures, 
to be later inserted into the region of the 
capsular insertion. The common tendon 
of the teres major and latissimus dorsi 
muscles is detached from its insertion as 
near the bone as possible. The subscapu- 
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laris is tenotomized. At times it may be 
necessary to release the coracobrachialis 
and the short head of the biceps. The pec- 
toral tendon attached to the outer lip of 
the bicipital groove is reflected laterally 
and reversed, swung beneath the perios- 
teum and sutured to the detached common 
tendon of the teres major and latissimus 
dorsi. These muscles activate the pectoral 
tendon to pull the humerus outward. The 
action is now reversed and stabilization 
of the correction obtained. The remaining 
pectoral tendon is attached to the capsular 
insertion with the arm in full correction 
of external rotation and full abduction. 
While this is done, the scapula should be 
held in a neutral position. This prevents 
an ugly pectoral-deltoid gap and adds to 
the fullness of the shoulder. Because of 
its high insertion, the pectoral inward ro- 
tating power is nil. The skin is closed in 
the usual manner, and the arm is put up 
in plaster for four to six weeks. If full 
correction is not obtained without disloca- 
tion of the humeral head, the procedure 
should be followed, after appropriate 
physiotherapy and clinical trial, by ex- 
ternal osteotomy of the humerus above 
the pectoral insertion. The latter pro- 
cedure also somewhat compensates for 
scapular neck inward and downward tor- 
sion. Despite the most _ meticulous 
adherence to the various technics advised, 
the surgeon will be disappointed at times 
in the final clinical result. But this is not 
an error of commission, for the surgeon 
starts with integrated finite changes—the 
result of dynamic alterations throughout 
the growth period. The changes are dis- 
tributed throughout the osseous, muscular 
and ligamentous parts. The shoulder 
joint is a delicately adjusted organ— 
changes in one component require com- 
plete rearrangement of all the com- 
ponents. There are no independent units 
—each is a variable of the other. The 
operation corrects the obvious. This is 
followed by the less obvious deformed 
elements which constitute the remaining 
percentage of the desired result. Suffice 
it to say that the correction at times is 
serviceable for the ordinary routine of 
life. 
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SUMMARY 


Because of the inherent physiologic 
limits of the adolescent arm with obstetric 
paralysis, the author recommends muscu- 
lar release of the deformity plus stabiliza- 
tion of the correction by reverse muscle 
action as the treatment of choice. The 
procedure utilizes one incision and elimi- 
nates danger to the posterior circumflex 
humeral vessel and nerve. Furthermore, 
the original active insertion is not dis- 
turbed, and the increase in length obtained 
by the combined tendons increases the 
abducting power of the arm. Because of 
its poor kinesiologic leverage, capsular in- 
sertion of the remaining detached pectoral 
tendon does not aid adduction but con- 
siderably improves the cosmetic result. 


RESUME 


L’auteur recommande un relachement 
musculaire correctif des bras de |’adol- 
escent paralysé lors des manoeuvres 
obstétricales. Le procédé consiste en une 
seule incision pour obvier un danger de 
blesser le nerf et l’artére circonfléxe pos- 
térieure. De plus, l’insertion musculaire 
n’est pas dérangée et le mouvement 
d’abduction du bras est augmenté. Le 
résultat cosmétique est aussi augmenté— 
méme si le tendon du pectoral reste dé- 
taché. 


SUMARIO 


Devido as limitagées naturais fisiologi- 
cas do braco de adolescente com parlisia 
obstétrica, o autédr recomenda libertacéo 
muscular da deformidade com estabiliza- 
cao da correcaéo pela acgao reversa do 
musculo como tratamento de escdlha. O 
processo utiliza uma incis&o e ilimina o 
perigo de lesar os vasos e nervos circum- 
flexos posteriores. Alem disso, a insergao 
ativa original nao é alterada e 0 aumento 
em comprimento obtido pelos tenddes 
combinados aumenta a capacidade abdu- 
tora do brago. Devido 4 pobre acao kinesio- 
logica de alavanca da insercéo capsular 
do remanescente tendao peitoral destacado, 
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de médo algum a adducao é favorecida, 
mas o resultado cosmetico é satisfatério. 


RIASSUNTO 


Basandosi sulla essenza delle limitazioni 
funzionali indotte nel braccio dell’adoles- 
cente dalla paralisi ostetrica, L’A. rac- 
comanda, come procedimento terrapeutico 
di scelta, il rilasciamento dei muscoli in- 
teressati associato alla stabilizzazione 
della correzione a mezzo dell’azione del 
muscolo antagonista. 

Il metodo si serve di un’unica incisione 
ed elimina il pericolo di lesioni al fascio 
vascolo-nervoso circonflesso omerale. In 
pit Vinserzione originariamente attiva 
non viene interessata e ]’accrescimento in 
lunghezza ottenuto con la plastica ten- 
dinea aumenta la capacita di abduzione 
del braccio. 

Per il suo scarso potere di leva |’in- 
serzione capsulare del restante distaccato 
tendine del pettorale, non aiuta |’addu- 
zione ma migliora considerevolmente il 
risultato cosmetico. 


RESUMEN 


Respecto a los limites fisiolégicos in- 
herentes del brazo adolescente con para- 
lisis obstétrica, el autor recomienda como 


tratamiento de eleccién la _ liberacién 
muscular de la deformidad con estabili- 
zacion de la correccién por accién mus- 
cular antagonica. El] procedimiento utiliza 
una incisién y elimina peligro para el 
vaso y el nervio humerales circunflejos 
posteriores. Ademas, no se trastorna la 
insercién activa original, aumentandose 
aumento del poder de abduccién braquial 
por el aumento en longitud obtenido por 
la combinacién de los tendones. La in- 
sercién capsular de la porcién remanente 
del tendé6n pectoral desprendido no ayuda 
a la abduccién por su pobre acci6n 
kinesiol6gica de palanca, pero mejora 
considerablemente el resultado cosmético. 


CACIOPPI: OBSTETRICAL PARALYSIS 
ZUSAM MENFASSUNG 


Wegen der physiologischen Beschraen- 
kungen, die dem von einer Geburtslaeh- 
mung befallenen Arm des Jugendlichen 
gesetzt sind, empfiehlt der Verfasser als 
Behandlung der Wahl, die Entstellung 
durch Muskelloesung zu beheben und die 
erreichte Korrektur durch entgegenge- 
setzte Muskelaktion zu crhaesen. Dos Ver- 
fahren erfordert nur einen Einschnitt und 
vermeidet eine Gefaehrdung der A. cir- 
cumflexa post. humeri und des entsprech- 
enden Nerven. Ausserdem bleibt der ur- 
spruengliche aktive Muskelansatz un- 
angetastet, und die Abduktionsfaehigkeit 
des Armes wird infolge der Verlaengerung 
der vereinigten Sehnen verbessert. Die 
Einpflanzung der verbleibenden abge- 
trennten Pektoralissehne in die Kapsel 
traegt zwar wegen der geringen kineti- 
schen Hebelkraft nicht zur Adduktion bei, 
verbessert aber das kosmetische Ergebnis 
betraechtlich. 
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- Forthcoming Regional Meetings 


of the 


International College of Surgeons 


The Eighth Biennial International Assembly of the International College of Surgeons 
will be held in Madrid, Spain, May 20-23 inclusive, 1952. The plan for travel includes 
meetings with the French Chapter of the International College of Surgeons in Paris and 
Bordeaux, to be followed by meetings in Barcelona, Madrid, Vienna and Amsterdam. 
Information may be obtained by addressing the Secretariat, International College of Sur- 
geons, 1516 Lake Shore Drive, Chicago 10, Illinois. 


The Seventeenth Annual Assembly of the United States Chapter will be held at the 
Conrad Hilton Hotel (formerly the Stevens) in Chicago, Sept. 2-5 inclusive, 1952. 
Further information may be obtained by communicating with Dr. Arnold S. Jackson, 
Secretary, United States Chapter, 1516 Lake Shore Drive, Chicago 10, Illinois. 


Regional Meetings 


United States Chapter, International College of Surgeons 


Location Date Chairman 


Birmingham, Alabama February 15-16, Dr. Paul W. Shannon 
Tutwiler Hotel 1952 Woodward Building 


Pittsburgh, Pennsylvania March 14-15, Dr. Elmer S. A. King 
William Penn Hotel 1952 3700 Fifth Avenue 


Tulsa, Oklahoma March 28, Dr. André B. Carney 
Mayo Hotel 1952 915 S. Cincinnati 


Detroit, Michigan April 24-25, Dr. Warren W. Babcock 
Statler Hotel 1952 806 Fisher Building 


Kansas City, Missouri April 27-28-29, Dr. Claude Hunt 
President Hotel 1952 1612 Professional Bldg. 


Colorado Springs, Colorado May 2-3, Dr. Kenneth Sawyer 
Broadmoor Hotel 1952 1820 Gilpin Street, Denver 


For information, please communicate with the respective chairmen as listed above. 
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Editorial — 





The Work of the Credentials and Admissions Committee: 
An Appreciation 


The United States Chapter of the In- 
ternational College of Surgeons, which 
recently held its Sixteenth Annual As- 
sembly in Chicago and at its Convoca- 
tion ceremonies admitted 696 candidates 
to membership, has reason to be proud 
of the integrity and devotion of the Cre- 
dentials and Admissions Committee and 
of the rigidly scrupulous standards main- 
tained by its members. 

These men, all of whom carry a heavy 
schedule of professional work and all of 
whom have other professional affiliations 
equally demanding, are performing an 
invaluable service to the cause of surgical 
advancement. Because of the years of ef- 
fort that have brought them to their pres- 
ent professional stature, they realize on 
the basis of experience that admission 
standards must be set high and exacting. 
Because of the work they do in this and 
other professional organized groups, they 
know the value of organized contacts in 
science ; and they know, too, that this value 
remains a value only in proportion to the 
standards maintained and could not be 
preserved without meticulous discrimina- 
tion. 

Every year it becomes their duty to 
make decisions that carry inevitable dis- 
appointment to some of the candidates 
they examine; and, since the human ele- 
ment cannot be eliminated from any of 
the processes of human life, they are 
keenly aware of the fact and sincerely 
regret it. Nevertheless they have per- 
formed and continue to perform this duty 
in strict accordance with what its per- 
formance requires; and it is no small 
proof of the respect they command that 
many of these once disappointed can- 
didates have determinedly improved their 
qualifications, applied for reexamination 
and succeeded. 

Of the candidates admitted at the 1951 


Assembly, a gratifying percentage are 
already affiliated with one or more active 
surgical organizations of national im- 
portance. This is an unmistakable evi- 
dence of the spirit of cooperation not only 
desired but required for membership in 
the International College of Surgeons 
anywhere in the world. In the United 
States, where prosperity is greatest and 
professional facilities and opportunities 
most readily accessible, it is incontest- 
able proof that American surgeons have 
not permitted themselves to be lulled into 
indifference toward the world situation. 
Many fine surgeons who are already car- 
rying heavy professional loads and whose 
professional contacts are otherwise sat- 
isfactory have sought membership in the 
International College on this basis. 

The 1951 examinations, as always, 
were conducted by written tests at the 
College Home on Lake Shore Drive and 
by practical oral and clinical examina- 
tions at Cook County Hospital and the 
Cook County Graduate School of Medicine. 
The results were evaluated and the various 
grades of Fellowship and membership 
granted or denied by the Credentials and 
Admissions Committee according to unex- 
ceptionable criteria of professional and 
personal worth. No preferment, of course, 
is ever given for any other reason; but, 
other things being equal, we consider the 
candidacy of preaffiliated surgeons a com- 
pliment to the College and a sincere rec- 
ognition of the need it fills. 

A brief statistical report of the Com- 
mittee’s action in 1951 is here presented 
for the reader’s evaluation. We believe 
it to be convincing evidence that our 
standards are impeccable, that their main- 
tenance is in the best possible hands and 
that the work of the college, based on 
these standards, cannot fail to bring in 
rich rewards to all concerned. 











Action of the Credentials and Admissions Committee 


United States Chapter, International College of Surgeons 


at the Convocation of the 


Sixteenth Annual Assembly, Chicago, Sept. 10-13, 1951 


Credentials and Admissions Committee 
W. Wayne Babcock, F.A.C.S., F.I.C.S., Honorary Chairman 
Raymond W. McNealy, F.A.C.S., F.1I.C.S., Chairman 
Karl A. Meyer, F.A.C.S., F.I.C.S., Secretary 


Oswald S. Lowsley, F.A.C.S., F.LC.S. 
Louis F. Plzak, F.A.C.S., F.I.C.S. 
Clement L. Martin, F.A.C.S., F.LC.S. 
Oscar B. Nugent, F.A.C.S., F.LC.S. 
Harry E. Bacon, F.A.C.S., F.LCS. 
Morris Friedell, F.A.C.S., F.I.C.S. 
William A. Hendricks, F.A.C.S., F.1C.S. 
Earl O. Latimer, F.A.C.S., F.I.C.S. 
Moses Behrend, F.A.C.S., F.1.C.S. 
Claude J. Hunt, F.A.C.S., F.LCS. 
Henry S. Ruth, F.A.C.S., F.I.C.S. 
Arnold S. Jackson, F.A.C.S., F.I.C 
Alfred A. Strauss, F.A.C.S., F.C 
James W. Watts, F.A.C.S., F.I.C.S. 
Harold C. Voris, F.A.C.S., F.I.C.S. 
Arthur Neal Owens, F.A.C.S., F.LC.S. 


Clarence R. Straatsma, F.A.C.S., F.I.C.S. 


Leon E. Sutton, F.A.C.S., F.LC.S. 
William H. Daniel, F.A.C.S., F.I.C.S. 
Lewis E. Moon, F.A.C.S., F.I.C.S. 
Francis D. Wolfe, F.A.C.S., F.I.C.S. 
James T. Case, F.A.C.S., F.I.C.S. 
Charles P. Bailey, F.A.C.S., F.LC.S. 
Lowrain E. McCrea, F.A.C.S., F.I.C.S. 
Harry A. Oberhelman, F.A.C.S., F.I.C.S. 
J. P. Greenhill, F.A.C.S., F.I.C.S. 
Gilbert F. Douglas, F.A.C.S., F.1.C.S. 


Alfred H. Whittaker, F.A.C.S., F.I.C.S. 
Chester Guy, F.A.C.S., F.I.C.S. 

James J. Callahan, F.A.C.S., F.I.C.S. 
Edward L. Compere, F.A.C.S., F.LC.S. 
Henry W. Meyerding, F.A.C.S., F.I.C.S. 
Edmund Spaeth, F.A.C.S., F.I.C.S. 
Edward H. Campbell, F.A.C.S., F.1.C.S. 
Matthew S. Ersner, F.A.C.S., F.I.C.S. 
Thomas F. Furlong, Jr., F.A.C.S., F.I.C.S. 
Roger Anderson, F.A.C.S., F.I.C.S. 

James Vernon Luck, F.A.C.S., F.I.C.S. 
Austin T. Moore, F.A.C.S., F.I.C.S. 
William Carpenter MacCarty, Sr., F.A.C.S., F.I.C.S. 
William Milton Adams, F.A.C.S., F.I.C.S. 
Garnet W. Ault, F.A.C.S., F.I.C.S. 
Edward G. Martin, F.A.C.S., F.I.C.S. 
Curtice Rosser, F.A.C.S., F.I.C.S. 

Barton R. Young, F.A.C.S., F.I.C.S. 

Ira Lockwood, F.A.C.S., F.I.C.S. 

Elmer Hess, F.A.C.S., F.I.C.S. 

Harold P. McDonald, F.A.C.S., F.I.C.S. 
John Lemuel Keeley, F.A.C.S., F.I.C.S. 
Arkel Meyers Vaughn, F.A.C.S., F.I.C.S. 
John B. O’Donoghue, F.A.C.S., F.I.C.S. 
Manuel FE. Lichtenstein, F.A.C.S., F.I.C.S. 
Edward A. Christofferson, F.A.C.S., F.I.C.S. 
John William Howser, F.A.C.S., F.I.C.S. 




















Action of the Credentials and Admissions Committee 


United States Chapter, International College of Surgeons 


at the Convocation of the 


Sixteenth Annual Assembly, Chicago, Sept. 10-13, 1951 


Total Number of Members Admitted 


(Total includes Fellowship, Advancement to Fellowship, Associateship, 
Advancement to Associateship and Junior Membership ) 


ee PE AE PR cna ic kvccnsneieeserececwercesas 341 


This includes: 
210 Fellows of the American College of Surgeons......... 62 per cent 


172 Diplomates of the American Board of Surgery....... 51 per cent 


116 Candidates holding Certificates in both the American Col- 
lege of Surgeons and the American Board of Surgery.. 34 cent 


Total Number of Advancements to Fellowship 117 


This includes: 
38 Fellows of the American College of Surgeons......... 32 cent 


11 Diplomates of the American Board of Surgery cent 


3 Candidates holding Certificates in both the American Col- 
lege of Surgeons and the American Board of Surgery... ; cent 


Total Number of Associateships 182 
This includes: 


Total Number of Advancements to Associateship 
Datel Mamiber OF Fumor Wemierehine. . ook icc ccc ee ceens 
Grand Total of Admissions 
Total Number of Rejections, Postponements and Failures to 
Pass Examinations (Written and Oral) 


Applications Held Over from 1951 for Consideration 














Chapter News 


International College of Surgeons 


United States and Canadian Chapters 


Arnold S. Jackson, M.D., F.A.C.S., F.1.C.S., Secretary 








New College Staff Member: Miss Laura 
G. Jackson has been appointed Coordinator 
of Public Relations and Publications for the 
International College of Surgeons, 1516 Lake 
Shore Drive, Chicago. She is also Associate 
Director of the Program in Hospital Adminis- 
tration and lecturer on hospital public rela- 
tions at Northwestern University, is Editor 
of the university’s Hospital Administration 
Review, and is Assistant to the Chairman of 
the Tri-State Hospital Assembly. 

From 1937 to 1951 Miss Jackson was Direc- 
tor of Public Relations for the American 
College of Surgeons, prior to which she was 
Editor of Public Utility Pioneer, executives’ 
magazine of the Standard Gas and Electric 
Company system. She is a graduate of North- 
western University’s Medill School of Jour- 
nalism, is a member of the American Hos- 
pital Association, the Chicago Publicity Club, 
the Association of University Programs in 
Hospital Administration, the Illinois Women’s 
Press Association and the National Federa- 
tion of Press Women, and is an honorary 
member of Alpha Delta Mu, hospital adminis- 
tration fraternity. 


Alabama Section: The Alabama Section 
of the United States Chapter of the Inter- 
national College of Surgeons will be host to 
the Southern Assembly (Alabama, Georgia, 
Florida, Louisiana, Mississippi, North Caro- 
lina, South Carolina and Tennessee) on 
Feb. 15 and 16, 1952, at the Tutwiler Hotel 
in Birmingham. The local committee has ar- 
ranged two full days of surgical papers and 
panels by outstanding speakers and essay- 
ists, all nationally known in their respective 
fields. Dr. Paul W. Shannon of Birmingham 
is General Chairman of the Southern Assem- 
bly of the College. 

Dr. Robert L. Sanders, Memphis, will dis- 
cuss “The Gall Bladder Problem.” Dr. 
Claude J. Hunt, Kansas City, Missouri, will 
give a paper on “Problems in Gastrointes- 
tinal Surgery.” Dr. H. W. Meyerding of 
Rochester. Minnesota, will talk on “Giant 


Cell Tumors of the Bone.” Dr. Edgar Davis, 
Washington, D. C., will speak on “Surgical 
Treatment of Mitral Stenosis.” Dr. Neal 
Owens of New Orleans will give a paper on 
plastic surgery. Dr. Arnold Jackson, Madi- 
son, Wisconsin, will speak on “Toxic Goiter” 
and Dr. M. Friedman of New York City on 
“Tumors of the Testes.” Dr. Frederick Falls 
of Chicago will discuss “Early Diagnosis of 
Carcinoma of the Uterus.” Dr. Robert Lish 
Jr. of Louisville and Dr. Houston S. Everett 
of Baltimore will deliver papers on geni- 
tourinary surgery. Dr. J. E. Ayre of Miami 
will discuss “The Role of Cancer Cytology in 
Medical Practice.” Dr. Eben Alexander of 
Knoxville will present a neurosurgical paper. 
Dr. Moses Behrend of Philadelphia will 
speak on “Surgery in Tuberculosis” and Dr. 
Louis H. Douglas of Baltimore will discuss 
an obstetrical topic. 

Panel discussions have also been arranged 
on thoracic surgery, gastrointestinal sur- 
gery, gynecologic problems and spastic pa- 
ralysis. The latter is sponsored by the Jef- 
ferson County Medical Society, which is also 
serving as joint host. 

The banquet will be held on the evening 
of February 15. The principal speaker will 
be the Hon. Alben W. Barkley, Vice-president 
of the United States. 

Surgeons are urged to bring their wives 
to the banquet and other meetings. A tea 
will be given by the Jefferson County Medi- 
cal Auxiliary in honor of the wife of the 
banquet speaker on Friday, February 15; 
also a luncheon and fashion show on Feb- 
ruary 16. 

Hotel arrangements are being handled by 
the Tutwiler Hotel. Early reservation is 
advisable, and arrivals should preferably be 
timed for Thursday, February 1. Registra- 
tion will open at 8 a.m. Friday, February 15, 
and the scientific program will begin at 9. 


Massachusetts Section: Dr. Alfred M. 
Glickman of Springfield, Massachusetts, has 
been appointed Chief of all Medical Services 
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of the local Civil Defense program. Dr. Glick- 
man is a member of the staffs of the Spring- 
field Public Health Hospital, the Springfield 
Hospital, the Wesson Memorial Hospital, and 
the Wesson Maternity Hospital. He is a Fel- 
low of the American College of Surgeons and 
of the International College of Surgeons. 


Michigan Section: Dr. William C. Behen 
of Lansing, Michigan, has been named to 
the Michigan State Board of Registration in 
Medicine by Governor Williams. His term 
will extend to September 30, 1955. Dr. Behan 
is a member of the staff of the Edward W. 
Sparrow Hospital, a diplomate of the boards 
of Ophthalmology and Otorhinolaryngology 
and a Fellow of the International College of 
Surgeons. 


Meeting in Pittsburgh: The Northeastern 
Regional Meeting of the United States Chap- 
ter of the International College of Surgeons 
will be held at the William Penn Hotel in 
Pittsburgh, March 13 and 14, 1952. Dr. El- 
mer 8. A. King of Pittsburgh is Chairman 
of the Committee on Arrangements. The 
other’ members are Doctors Charles J. 
Barone, William A. Barrett, John Donald- 
son, Harold G. Kuehner, W. Scott Nettrour, 
Frederic Fagler, Norman Oschenhirt, John 
W. Shirer and John Stinson. 

Panel discussions are being arranged on 
topics in general surgery, orthopedic sur- 
gery, gynecological and obstetrical surgery, 
and urological surgery with reference to 
its application in general surgery. In addi- 
tion, talks on specific subjects will be given 
by oustanding national authorities. Among 
the speakers and panel leaders will be Doc- 
tors Julian Johnson, Harry E. Bacon, Wil- 
liam Lemmon of Philadelphia; Peter Rosi 
and Philip Thorek of Chicago; Elmer Hess 
of Erie, Pennsylvania: Charles Lupton, Nor- 


CHAPTER NEWS 


folk; Thomas D. Moore, Memphis; Carlton 
N. Price and Leonard Peterson of Washing- 
ton, D. C.; M. Leopold Brodny and Orvar 
Swenson of Boston; Alexander A. Levi, 
Newton Center, Massachusetts; Henry W. 
Meyerding, Rochester, Minnesota; Arnold S. 
Jackson, Madison, Wisconsin; and C. J. 
Barone, William A. Barrett, W. S. McEllroy, 
John Stinson, Allen P. Graham, Norman 
Oschenhirt, T. S. Swan, John Shirer, Camp- 
bell Moses, E. P. Buchanan, John Donaldson, 
Paul Steele, T. S. Danowski, L. H. Landon 
and Richard Behan of Pittsburgh. 
Members of the medical profession at 
large are invited to the meeting. Special 
arrangements are being made for the en- 
tertainment of the wives and other guests. 


Dr. Nissen Honored: At the invitation of 
the University of Basel, Switzerland, Dr. 
Rudolph Nissen of New York, First Vice 
President of the International College of 
Surgeons, has been appointed head of the 
Department of Surgery at the University 
and Surgeon in Chief of the Buergerspital 
in Basel. He will assume his new activities 
on April 1, 1952. The University of Basel 
is one of the oldest on the European con- 
tinent. In the last century the Chair of 
Surgery, to which Dr. Nissen has been called, 
was occupied by Socin, Courvoisier, O. Hil- 
debrand, Wilms, Enderlen, de Quervain, 
Hotz, C. Henschen and O. Schuerch. The 
International College of Surgeons congratu- 
lates Dr. Nissen as well as the University 
on its choice for this important position. 


Professor Bobbio Appointed to New Post: 
Dr. Antonio Bobbio, F. I. C. 8., Torino, Italy, 
Secretary of the Italian Chapter of the Inter- 
national College of Surgeons, has recently 
been appointed to the Chair of Surgical Path- 
ology at the University of Parma, Italy. 





SCIENTIFIC EXHIBITS 
Those desiring to present scientific exhibits at the 1952 National Assembly 
of the United States Chapter, International College of Surgeons, to be held on 
September 2 to 5 inclusive at the Conrad Hilton Hotel, Chicago, are requested 
to communicate with Dr. Arnold S. Jackson, Madison 5, Wisconsin. Full details 


will be supplied on request. 





Postgraduate Courses 


Preassembly Courses Offered by the International College of 
Surgeons in Cooperation with the Cook County Graduate 


School of Medicine 


The Seventeenth Annual Assembly of the 
United States and Canadian Chapters of the 
International College of Surgeons will be held 
in Chicago, September 2 to 5 inclusive, 1952. 
In keeping with the educational activities and 
objectives of the International College of Sur- 
geons, arrangements have been made to offer, 
in cooperation with the Cook County Graduate 
School of Medicine, a two-week Preassembly 
Postgraduate Course from July 14 through 
July 26. 

Since the course is designed primarily as an 
intensive review for members of the Interna- 
tional College of Surgeons and those preparing 
for its examination, the number of registrations 
will be limited. 

The course will consist of illustrated lectures, 
demonstrations, presentation of cases and surgi- 


cal clinics. The teaching faculty will be com- 
prised of members of the attending and asso- 
ciate staffs of Cook County Hospital and 
prominent guest lecturers from other cities. 

In addition to general sessions for the entire 
group, there will be numerous section sessions 
for surgeons primarily interested in the follow- 
ing fields: 

General Surgery 

Orthopedic Surgery 

Gynecology 

Urology 

Proctology 

Basic Sciences in Clinical Surgery 

Requests for application forms or additional 
information may be addressed to the Secretary, 
Preassembly Postgraduate Courses, Interna- 
tional College of Surgeons, 1516 Lake Shore 
Drive, Chicago 10, Illinois. 


Courses Offered by the German Chapter, International College 


of Surgeons 


The German Chapter of the International 
College of Surgeons is arranging a four-week 
postgraduate course, open to all surgeons except 
those in the Iron Curtain countries. The tenta- 
tive date for the beginning of the course is 
January 14, 1952. The following subjects will 
be presented: 

1. Thoracic Surgery. Given by Prof. Dr. Albert 
Lezius, Director of Surgical Department, 
University of Hamburg, and Assistants. 

Modern methods of anesthesia in chest 
surgery, with practical demonstrations 

Bronchoscopy 

Bronchography 

Intubation 

Postoperative care of the Bronchial Tree 
Operative treatments of Carcinoma of 
the Lungs 

Operative treatments of Bronchiectasis 

Operative treatment of Pulmonary 
Tuberculosis 


Operative treatments of tumors of the 
Mediastinum 

Surgery of the Esophagus and Cardia 
Operative treatment of congenital and 
acquired cardiac disease. (Fallot’s Tet- 
ralogy, Ductus Botalli, Coarctation of 
the Aorta, Stenosis of the Aortic Valve. 
Angina Pectoris.) 

2. Surgery of the Stomach. Given by Prof. Dr. 
G. E. Konjetzny, Director Emeritus, De- 
partment of Surgery, University of Ham- 
burg. 

a. Pathologic anatomy and _ pathological 
physiology of gastric ulcer 

b. Operations on the stomach 

c. Evaluation of Dragsted’s operation and 
sympathectomy 

Urologic Surgery. Given by Prof. Dr. Hans 

T. Junker, Chief Urologic Clinic, Allge- 

meines Krankenhaus Barmbeck, Hamburg- 

Wandsbek. 
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Cystoscopy 
Pyelography 
Roentgen diagnosis of diseases of the 
Kidneys 
. Endoscopic operative procedures in tu- 
mors of the Bladder 
Tumors of the Prostate (particularly 
hypertrophy) 
Prostatectomy 
1. Freyer’s method 
2. Millin’s procedure 
3. Harris’ method 
g. Total cystectomy for carcinoma of the 
bladder 
h. Miscellaneous subjects. 
Medullary Nailing of Fractures of Long 
Bones: Given by Prof. Dr. Gerhard 
Kiintscher, Surgeon in Chief, Kreiskranken- 
haus, Schleswig. 
Theoretic Considerations of Medullary 
Nailing 
Indications for Medullary Nailing 
. Bones of the Leg, Arm and Forearm 
. Medullary Nailing in Operations for 
Pseudo-Arthrosis 
Operative Technic 
Film Presentation 
Place: Postgraduate courses in Thoracic and 
Gastric Surgery will be held at the Surgical 
clinics of the University of Hamburg. The 
course in Urologic Surgery will be held at 
the Allgemeines Krankenhaus Barmbeck, 
Hamburg-Wandsbek. 
T'uition: For those residing in Europe, the tui- 
tion will be DM 100 per course. 
Tor those residing in the United States, 
Canada, Central America and South Amer- 
ica, the tuition will be $100 per course. 


Vierwochigen Fortbildungskurs 
Deutsche Chapter, International 
College of Surgeons 


Das Deutsche Chapter des International Col- 
lege of Surgeons beabsichtigt, einen vierwéchi- 
gen Fortbildungskurs fiir junge Arzte und 


Chirurgen zu halten. 
sind vorgesehen: 


Folgende Hauptthemen 


1. Thoraxchirurgie: Prof. Dr. Albert Lezius, 
Direktor der Chirurgischen Universitits- 
Klinik und Poliklinik, Hamburg-Eppendorf, 
und Mitarbeiter. 

a. Moderne Narkose und Anesthesiever- 
fahren fiir die Thoraxchirurgie mit prak- 
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tischen Uebungen 
. Bronchoskopie 
Bronchographie 
Intubation 
Post-Operative Bronchialtoilette 
Die Operative Behandlung des Lungen- 
carcinoms 
Der Bronchiektasen 
Der Lungentuberkulose 
Die Geschwiilste des Mediastinums 
Die Chirurgie des Oesophagus und der 
Cardia 
Die Chirurgie der Angeborenen und der 
erworbenen Herzfehler (Fallot’sche Tet- 
ralogie, Ductus Botalli, Coarctation der 
Aorta, Pulmonalstenose, Mitralstenose, 
Aortenklappenstenose, Angina pectoris) 
Chirurgie des Magens: Prof. Dr. G. E. 
Konjetzny, Direktor Emeritus der Chirur- 
gischen Universitats-Klinik und Poliklinik, 
Hamburg-Eppendorf 
a. Pathologische Anatomie und _ Patho- 
logische Physiologie des Magengeschwiirs 
b. Die Operationen am Magen 
c. Stellungnahme zur Operation nach Drag- 
stedt und zur Sympathektomie 
Chirurgische Urologie: Prof. Dr. Hans T. 
Junker, Chefarzt, der Chirurgische-Urolo- 
gischen Klinik des Allgemeines Kranken- 
haus, Barmbek. 
a. Cystoskopie 
b. Pyelographie 
c. R6éntgendiagnose der Nierenerkrankun- 
gen 
Operative endoskopische Eingriffe bei 
Blasentumoren 
Prostatahypertrophie 
Die Prostektomie nach Freyer, nach Mil- 
lin und nach Harris 
Die totale Cystektomie beim Blasencar- 
cinom 
Miscellany 
Die Marknagelung von Frakturen Langer 
Réhrenknochen: Prof. Dr. Gerhard Kiints- 
cher, Chefarzt der Chirurgische Abteilung 
Kreiskrankenhaus Schleswig 
a. Theoretische Grundlagen der Marknage- 
lung 
b. Indikationen die Oberschenkelmarknage- 
lung 
Die Unterschenkelmarknagelung Ober- 
arm und Unterarmmarknagelung 
Die Marknagelung bei Pseudarthrosen- 
operationen 
e. Operationstechnik 
f. Filmvorfiihrungen 
Die Zeit: Voraussichtlicher Beginn des Kurses 
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am Montag 14 Januar 1952 

Ort des Kurses: Thoraxchirurgie und Magen- 
chirurgie — Hamburg-Eppendorf, Chirur- 
gische Universitats-Kinik. 

Urologie — Allgemeines Krankenhaus 
Barmbeck, Hamburg-Wandsbek. 

Kosten: Kosten fiir Angehorige europaischer 
Staaten DM 100. 

Kosten fiir Angehorige der U.S.A., der 
Mittel und Siidamerikanischen und Canada 
Staaten 100 Dollar. . 

Die Kurse: Die Kurse bestehen in theoretischen 
Vorlesungen unde in taglichen Uebungen 
und Operationen. 

Kursleiter: Prof. Dr. Albert Lezius: Prof. Dr. 
G. E. Konjetzny: Prof. Dr. Hans _ T. 
Junker: Prof. Dr. Gerhard Kiintscher. 

Anmeldungen bis 1 Januar 1952: Prof. 
Dr. A. Lezius, Direktor, Chirurgischen Uni- 
versitits-Klinik und Poliklinik, Hamburg- 
Eppendorf. 


Cours Avancés Offerts par le 
Chapitre Allemand 


du College International 
des Chirurgiens 


Ie Chapitre Allemand du Collége Interna- 
tional des Chirurgiens organise un cours avancé 
de quatre semaines. Les sujets suivants seront 
traités: 

1. Chirurgie Thoracique. Par Monsieur le 
Professeur Albert Lezius, Directeur de la 
section de Chirurgie a l'Université de Ham- 
burg et ses Assistants. 

a. Méthodes modernes d’anesthésie en 

chirurgie thoracique, avec démonstrations 
pratiques 

b. Bronchoscipe 

c. Bronchographie 

d. Intubation tracheale 

e. ‘Traitement post-opératoire en matiére 
d’arbre bronchique 
Traitement chirurgicale des cancers du 
poumon 
Traitement chirurgicale des dilatations 
des bronches 
Traitement chirurgicale de la tubercu- 
lose pulmonaire 
Traitement chirurgicale des tumeurs du 
médiastin 
Chirurgie de l’ésophage et du cardia 
Traitement chirurgicale des _ cardio- 
pathies congénitales et acquises (Tétra- 
logie de Fallot, Persistance du Trou de 
Botal, Sténose de l’Isthme de 1l’Aorte. 
Retrécissement de Jl Orifice Aortique, 


JANUARY, 1952 


Angine de Poitrine) 


2. Chirurgie Gastrique. Par Monsieur le Prof- 
esseur G. E. Konjetzny, Directeur Emérite 
de la Section de Chirurgie 4 Université de 
Hamburg. 

a. Anatomo Pathologie et Physio Patho- 
logie de l’ulcére de l’estomac 
b. Chirurgie gastrique 
c. Discussion de la valeur de l’Opération de 
Dragstedt et de la Sympathectomy 
Urologie. Par Monsieur le Professeur Hans 
T. Junker, Chef de la Clinique d’Urologie 
a Allegemeines Krankenhaus, Barmbeck, 
Hamburg-Wandsbek. 
a. Cystoscopie 
b. Pyélographie 
c. Radiologie dans de diagnostic des mala- 
dies rénales 
d. La Chirurgie endoscopique des tumeurs 
de la vessie 
Les tumeurs de la prostate 
Prostatectomie 
1. Par la méthode de I’reyer 
2. Par la méthode de Millin 
3. Par la méthode de Harris 
g. Cystectomie totale pour cancer de la 
vessie 
h. Sujets divers 
L’Enclavage Medullaire des Fractures des 
os Longs. Par Monsieur le Professeur Ger- 
hard Kiintscher, Chirurgien Chef, Kreis- 
krankenhaus, Schleswig 
a. Considérations théoriques sur l’enclavage 
médullaire 
Les indications de l’enclavage médullaire 
Os de la jambe, du bras et de l’avant bras 
Le traitement des Pseudarthrosis par 
lenclavage médullaire 
Téchnique opératoire 
f. Présentation de films. 

Date: La date prévue pour le début du cours 
est le 14 janvier 1952. 

Place: Les course avancés de Chirurgie Gas- 
trique et Thoracique seront donnés 4 la 
Clinique Chirurcale de l'Université de Ham- 
burg. Le cours d’Urologie sera donné a 
l’Allegemeines Krankenhaus, Barmbeck 
Hamburg-Wandsbek. 

Inscriptions: Pour ceux habitant 
linscription sera de 100 DM. 

Pour ceux habitant les Stats-Unis 
l’Amerique Centrale et du Sud et le Canada 
I’Inscription sera de $100 par cours. 

I.es Cours: Les cours consisteront de demon 
strations pratiques, de cours théoriques et d« 
techniques opératoires donnés par les prof 
esseurs. 


l'Europe. 
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Les Directeurs: Les Directeurs des cours 
avancés sont: Messieurs Les Professeurs Al- 
bert Lezius, G. E. Konjetzny et hans T. 
Junker. 

Les demandes de renseignements et les in- 
scriptions seront recues jusqu’au le Janvier 
1952, et devront €tre adressées 4 Monsieur le 
Professeur A. Lezius, Directeur de la Section de 
Chirurgie, Université de Hamburg, Hamburg, 
Eppendorf, Allemagne. 


Cursos de Post-Graduado Ofrecidos 
por el Capitulo Aleman 


del Colegio Internacional 
de Cirujanos 


El Capitulo Aleman del Colegio Internacional 
de Cirujanos esta preparando un curso de Post- 
Graduado de cuatro semanas de duracién. La 
siguiente materi sera presentada. 

1. Cirugia de Torax: Explicada por el Profesor 
Dr. Albert Lezius, Director del Departa- 
mento de Cirugia, La Universidad de Ham- 
burgo, y por sus asistentes. 

a. Metodos modernos de anestesia en 
cirugia de torax, con demonstraciones 
practicas 
Broncoscopia 
Broncografia 

. Intubacion 

. Cuidado post-operatorio del Arbol Bron- 
quial 
Tratamiento quirurgico del Carcinoma 
del Pulmén 
Tratamiento quirurgico de la bronquiec- 
tasia 
Tratamiento quirurgico de la Tuberculo- 
sis pulmonar 
Tratamiento quirurgico de los tumores 
del mediastino 
Cirugia del esofago y cardias 
Tratamiento quirurgico de enfermedades 
cardiacas congenitas y adquiridas (Tetra- 
logia de Fallot, Coartacién de la Aorta, 
Estenosis de la Valvula Aortica, Angina 
Pectoris) 

Cirugia del Estémago: Explicada por el 

Profesor Dr. G. E. Konjetzny, Director 

Emerito del Departamento de Cirugia de la 

Universidad de Hamburgo. 

a. Anatomia y fisiologia patologica de la 
Ulcera gastrica 

b. Operaciones del estomago 

ce. Evaluacién de la operacién de Dragstedt 
y la simpatectomia 


3. Cirugia Urologica: Explicada por el Prof. 
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Dr. Hans T. Junker, Jefe de la Clinica 
Urologica, Allgemeines Krankenhaus Barm- 


beck, Hamburg-Wandsbek 


a. Cistoscopia 
b. Pielografia 
c. Diagnostico Radiologico de las Enferme- 
dades de los Rifiones 
Tenicas operatorias 
tumores de la vejiga - 
Tumores de la prostata (Particularmente 
la hipertrofia) 
Prostatectomia 
1. Metodo de I’reyer 
2. Metodo de Millin 
3. Metodo de Harris 
Cistectomia total en Carcinoma de la 
vejiga 
h. Temas Miscelaneos 
Aplicacién Medular de Clavos en Fractures 
de los Huesos Largos: Explicada -por el 
Profesor Dr. Gerhard Kiintscher, Jefe en 
Cirugia, Kreiskrankenhaus, Schleswig. 
a. Consideraciones teoricas sobre aplica- 
cién medular de clavos 
Indicaciones 
Huesos de la pierna, brazo y antebrazo 
Aplicacién de clavos en pseudo-arthrosis 
Tecnocas operatorias 
Presentacion de Peliculas 


endoscopicas' en 


g, 
5 


Iecha: La fecha aproximada para el comienzo 
del curso es Enero 14, 1952 

Lugar: Los cursos de post-graduado en cirugia 
de torax y estOmago se llevaran a cabo en 
las clinicas, quirurgicas de la Universidad 
de Hamburgo. El curso en cirugia urologica 
se ofrecera en Allgemeines Krankenhaus 
Barmbeck, Hamburgo-Wandsbek. 

Matricula: Para aquellos que residen en Europa, 
el costo sera de DM 100 cada curso. 

Para aquellos que residen en Los Estados 
Unidos, Canada, Centro y Sud America, el 
costo sera de $100.00 cada curso. 

Cursos: Los cursos consistiran en demostraciones 
practicas diarias, conferencias y procederes 
quirurgicos realizados por los profesores y 
asistidos por los post-graduados. 

Directores: Prof. Dr. Albert Lezius, Prof. Dr. 
G. E. Konjetzny, Prof. Dr. Hans T. Junker, 
Prof. Dr. Gerhard Kiintscher. 

Solicitudes de Matricula: Solicitudes de matric- 
ula para los cursos de post-graduados seran 
aceptadas hasta Enero 1, 1952 y deben ser 
dirigidas a la Profesor Dr. Albert Lezius, 
Jefe del Departamento Quirurgico de la 
Universidad de Hamburgo, Hamburgo-Ep- 
pendorf, Alemania. 
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Corsi per Laureati Offerti Dalla 
Sezione 'Tedesca 


dell’- International 
College of Surgeons 


La Sezione Tedesca dell’ “International Col- 
lege of Surgeons” sta preparando un corso per 
laureati della durata di un mese. Saranno pre- 
sentati i seguenti argomenti: 
1. Chirurgia Todacica: . Prof. Dott. Albert 
Lezius, Direttore della Clinica Chirurgica 
dell’'Universita d’Amburgo, ed i suoi as- 
sistenti. 
a. Metodi moderni d’Anestesia in chirurgia 
toracica, con dimostrazioni pratiche 

b. Broncoscopia 
Broncografia 
Intubazione 
Cura _postoperatoria 
chiale 
Trattamento operatorio del cancro del 
polmone 

g. “[rattamento operatorio delle bronchie- 
tasie 
Trattamento operatorio della tubercolosi 
polmonare 
Trattamento chirurgico di tumeri del 
mediastino 
Chirurgia dell’esofago e del cardia 
T'rattamento operatorio delle cardiapatie 
congenite ed acquisite (Tetralogia di 
I'allot, Dotto di Botallo, Coartazione 
aortica, Stenosi della valvola aortica, 
Angina di Petto) 

Chirurgia Dello Stomaco: Prof. Dott. G. E. 

Konjetzny, Direttore Emerito della Clinica 

Chirurgica dell’Universita d’Amburgo 

a. Anatomia e fisiologia patalogica dell’ul- 
cera gastrica 

b. Interventi sullo stomaco 

c. Valutazione dell’intervento di Dragstedt 
e simpaticectomia 

Chirurgia Urologica: Prof. Dott. Hans T. 

Junker, Capo della Clinica Urologica, All- 

gemeines Krankenhaus, Barmbeck, Amburgo- 

Wabdsbej 

a. Cistoscopia 

b. Pielografia 

¢. Diagnosi radiologica delle malattie del 


dell’albero bron- 


rene 

d. Procedure operatorie endoscopiche dei 
tumori della vescica 
Tumori della prostata (particolarmente 
ipertrofia) 
Prostatectomia 
1. Metodo di Freyer 
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2. Metodo di Millin 

3. Metodo di Harris 

Cistectomia totale nel carcinoma della 

vescica 
h. Argomenti vari 
Trattamento Delle Fratture Delle Ossa 
Lunghe Con il Metodo Delle’ Inchiodamento 
Intramidollare 
a. Considerezioni teoriche 
b. Indicazioni 
ce. Applicazioni all’arto 

feriore 
d.. Applicazioni in casi di pseudoartrosi 
e. Tecnica operatorie 
f. Prezentazione di radiogrammi 
Data: La data probabile dell’inizio del 
corso e il 14 Gennaio 1952 
Situazione: I corsi di chirurgia toracica e 
gastrica saranno tenuti alla Clinica Chirur- 
gica dell’Universita d’Amburgo. II corso in 
chirurgica urologica sara tenuta nella Allge- 
meines Krankenhaus Barmbeck, Amburgo- 
Wandsbek. 

Tassa: Per quelli che risiedono in Europa, la 
tassa sara di 100 D.M. 

Per quelli che risiedono negli Stati Uniti. 
America Centrale e Medionale e Canada, la 
tassa sara di $100.00 per corso. 

I Corsi: I corsi consisteranno de dimostra- 
zioni pratiche, lezioni e interventi operatori 
quotidiane attuate dagli insegnanti e dei 
laureati. 

I Direttori: Prof. Dott. Albert Lezius, Prof. 
Dott. G. E. Konjetzny, Prof. Dott. Hans T. 
Junker, Prof. Dott. Gerhard Kiintscher. 
Informazione e domande frequenza per il 

corsi per laureati saranno ricevute sino al 1 

Gennaio 1952 e devono essere indirizzate al 

Prof. Dott. Albert Lezius, Direttore della 

Clinica Chirurgica, Universita d’Amburgo, Am- 

burgo-Eppendorf, Germania. 


o 
>: 


superiore ed_ in- 


Cursos de Post-Graduacao Oferecidos 
Pelo Capitulo Alemao 


do Collegio Internacional 
de Cirurgioes 


b. Broncoscopia 

de Cirurgioes esta organizando um curso de 

post-graduacao de quatro semanas. Os seguin- 

tes assuntos serao apresentados: 

1. Cirurgia do Thorax. Dado pelo Prof. Albert 
Lezius, director do Departamento Cirurgico, 
Universidade de Hamburgo e seus assis- 
tentes. 


a. Metodos anestesia em 


modernos. de 
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cirurgia torax com demonstracoes pra- 
ticas 
Broncoscopia 
Broncografia 
Intubacao 
Cuidados 
bronquial 
Tratamentos operatorios do carcinoma 
dos pulmoes 
Tratamentos operatorios da bronquiec- 
tasia 
Tratamento operatorio da_tuberculose 
pulmonar 
Tratamento operatorio de tumores do 
mediastino 
Cirurgia do esofago e do cardia 
Tratamento operatorio de doencas car- 
diacas adquiridas ou congenitas (Tetra- 
lagia de Fallot, Buraco de Botal, Coarc- 
tacao da Aorta, estenose de valvula 
aortica, angina pectoris) 
Cirurgia do Estomago. Dado pelo Prof. Dr. 
G. E. Konjetzny, Diretor Emerito, Departa- 
mento de Cirurgia, Universidade de Ham- 
burgo. 
a. Anatomia patologica e psiologia pato- 
logica da ulcera gastrica 
b. Operacoes sobre 0 estomago 
ec. Julgamento do operacao de Dragstedt e 
simpatectomia 
Cirurgia Urologica. Dada pelo Prof. Dr. 
Hans T. Junker, Chefe Clinica Urologica, 
Allgemeines Krankenhaus Barmbeck, Ham- 
burg-Wandsbek. 
. Cistoscopia 
Pilografia 
Diagnostico radiologico das doencas dos 
rins 
Processos operatorios endoscopicos em 
tumores da bexiga 
Tumores da prostata (particularmente 
hipertrofia) 
Prostatectomia 


pos-operatorios de arvore 


POSTGRADUATE COURSES 


1. Metodo de Freyer 

2. Metodo de Millin 

3. Metodo de Harris 
h. Cistectomia total em carcinoma da bexiga 
i. Assuntos diversos 

4. Fixacao de Fraturas de Osos Longos por 
Cravejamento Metalico Medular: Dado pelo 
Prof. Dr. Gerard Kuntscher, Chirurgiao en 
Chefe, Kreiskrankenhaus, Schleswig. 

a. Consideracoes teoricas sobre craveja- 
mento metalico medular 

b. Indicacoes para cravejamento metalico 
medular 

. Osos de perna, braco y ante braco 

d. Cravejamento medular em _ operacoes 
para pseudo-artrosis 

e. Tecnica operatoria 

f. Film 

A Data: A data provanel para inicio do curso 
e 14 Janeiro de 1952. 

Sitio: Cursos pos-graduados em Cirurgia do 
Estomago e do Thorax serao dados na Clin- 
ica Cirurgica da Universidade de Hamburgo. 
O curso de Cirurgia Urologica sera dado no 
Allgemeines Krankenhaus Barmbeck, Ham- 
burgo-Wandsbek. 

Taxes: Para os residentes nos_ Estados 
Unidos, Central e Sul'America e Canada, a 
taxa sera de $100.00 por curso. 

Para os residentes na Europa, a taxa sera 
de DM 100 para cada curso. 

Os Cursos: Os cursos consistirao de demon- 
stracaes practicas, aulas e operacaes dadas 
por professores e post-graduados. 

Diretores: Prof. Dr. Albert Lezius. Prof. Dr. 
G. E. Konjetzny. Prof. Dr. Hans T. 
Junker. Prof. Dr. Gerhard Kuntscher. 

Informacaes e registro para os cursos de pos- 
graduacao serao recebidas ate 1 de Janeiro de 

1952 e devem ser dirigidas ao Prof. Dr. Albert 

Lezius, Universidade de Hamburgo, Diretor do 

Departamento Cirurgico, Hamburgo-Eppendorf, 

Alemanha. 





Date of International Assembly, 


University of Madrid 


May 20-23, 1952 


Dates of Preassembly and Postassembly Meetings 


May 13, 14 
May 16, 17, 18 


University of Bordeaux 
University of Barcelona 


Amsterdam 


University of Vienna ............ May 26, 27 
Inauguration of Netherlands Chapter, 


May 29, 30 





General News Notes 





Fifth General. Assembly, World Medical 
Association: The World Medical Association 
met on Sunday, Sept. 16, 1951, for its Fifth 
General Assembly. The meetings were held 
in the Lower House of the Swedish Parlia- 
ment in Stockholm and were attended by 
about 200 persons, including 90 delegates 
from 31 countries. Five new members, Haiti, 
Japan, Korea, Thailand and Western Ger- 
many were welcomed. 

Simultaneous translation was effected 
through a staff of efficient interpreters. Sur- 
gical operations were demonstrated by tele- 
vision. 

The Swedish Minister of the Interior, Mr. 
Mossberg, opened the meeting, bringing 
greetings from the King of Sweden. He spoke 
of the high standard of Swedish medical 
care, stating that of 58,000 hospital beds in 
all Sweden, 54,000 were public beds. Only 
575 doctors, he said, were exclusively in 
private practice. He added that refugee doc- 
tors had carried out a highly appreciated 
work. 

The President, Dr. Elmer Henderson of 
the United States, presented a survey of the 
activities of the World Medical Association 
during the past year, stressing particularly 
its growth and the close relationship which 
had developed with the World Health Organ- 
ization and other international bodies. He 
also reviewed its aims in the field of medical 
education and its desire to sponsor in 1953 
a World Conference on Medical Education. 
He further spoke about the free flow of 
medical supplies between countries, about 
suitable experts to work in special fields, 
about the medical ethics it has adopted, 
about collaboration with the Red Cross as 
far as doctors, nurses and students are con- 
cerned, and about collaboration in case of 
outbreak of war. He cited progress in inter- 
national good will among doctors, and the 
freedom of medical research. Finally he 
turned over the office of President to the 
President-elect, Dag Knutson of Sweden. 

Throughout the Assembly, the generosity 
of America was emphasized, but for which, 
it was agreed, the World Medical Associa- 
tion would not have existed. The helpfulness 
of American colleagues was acknowledged. 

The highlight of the Assembly was the 
debate concerning social security which 
followed the Australian delegate’s most 


interesting and well received report, and Dag 
Knutson’s supplementary report. The latter 
emphasized that most of the work has to be 
done in Europe because social security is 
more advanced there than it is in the United 
States. Representatives of several countries 
reported their experiences and views, the 
gneral tenor of which was that in countries 
with highly developed systems the doctors 
have far too little freedom of action. 

It was recommended that the doctors be 
more active in the political field, the prevail- 
ing feeling being that the medical profession 
is too sparingly represented when political 
decisions are made in the democratic states. 
The whole question of the influence the pro- 
fession should have on decisions relating to 
social security will be gone into when the 
Secretary of the Association has analyzed 
the material received, and doctors, with the 
assistance of regional secretaries, have had 
opportunity to acquaint themselves with the 
outcome. The problem will be considered by 
the 1952 Assembly, and may result in a pro- 
posal for an international convention con- 
cerned with drawing up an international 
minimum standard. 

A second great debate concerned medical 
education. A British delegate presented a 
report on pioneer work on medical educa- 
tion in many countries. One United States 
delegate proposed that all doctors work in 
general practice for some time, since this 
would impress them with the importance of 
treating the human being as a whole. An- 
other considered it necessary to select more 
carefully those who are allowed to enter the 
study of medicine. A French delegate advo- 
cated compulsory postgraduate courses. A 
Belgian delegate wanted an international 
diploma to facilitate evaluation of training 
in other countries, this to be used for pur- 
poses of identification, particularly in the 
case of refugees. A Swedish delegate coun- 
tered that this would be impractical, expen- 
sive, and inaccurate, and declared that the 
roster of each national organization must 
suffice. In conclusion, the Council on Medical 
Education of the Association was given the 
task of inquiring into the possibilities of 
arranging a special conference in 1953 to 
which representatives of the World Health 
Organization, Unesco, and other interna- 
tional organizations would be invited. 
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Among the other subjects discussed at the 
Assembly were the work which is being done 
by a committee for an international pharma- 
copeia, the report on which emphasized the 
need for publicity; international principles 
to be applied in issuing medical certificates, 
which will be submitted to the 1952 Assem- 
bly; an “International Visitors’ Bureau” 
where traveling doctors may obtain guid- 
ance; a proposal for an international WMA 
emblem for the individual doctor, particu- 
larly for display on automobiles; and the 
war againest traffic accidents, the report on 
which suggested formulation of a minimum 
standard for motorists’ health including 
periodic check-ups and minimum and maxi- 
mum age limits. 

At a scientific session held in connection 
with the Assembly, paper were presented on 
“Preventive Psychiatry and Mental Health”; 
“Prophylactic Methods in the Treatment of 
Tuberculosis”; “Therapeutic Methods in 
Pulmonary Tuberculosis” and ‘“Cardiovascu- 
lar Diseases as a Problem for Mederal Or- 
ganizations.” 

Greece was selected as the country in 
which the Assembly would be held in 1952. 

Trachoma Prize: A prize of 100,000 French 
francs is offered for the best work on the 


subject of the trachomatous eye. The win- 
ning work will be published in various lan- 


guages in the Revue Internationale du 
Trachoma, and the prize will be awarded at 
the general meeting of the Congress of the 
Societe Francaise d’Ophthalmologie in 1952. 
Those interested may communicate with the 
Secretary General, Dr. Jene Sedan, 94 rue 
Sylvabelle, Marseilles, before March 1, 1952. 

Yaws Control Symposium: The Interna- 
tional Society of Yaws Control will be held 
at Bangkok, Thailand, March 14 to 22, 1952. 
The meeting is sponsored by the World 
Health Organization in collaboration with 
the Government of Thailand. An outstand- 
ing part of the meeting will be a field demon- 
stration and training seminar, utilizing the 
facilities of the WHO Yaws Control Team. 

Ophthalmological Congress: The annual 
Congress of the British Ophthalmological 
Society will be held at the Royal College of 
Surgeons of Ireland on April 17, 18, and 19, 
1952. It will be mostly in the form of a 
symposium on the value of cortisone and 
ACTH in ocular diseases. At the same time, 
the Montgomery lecture will be delivered by 
Prof. Derrick Vail of Northwestern Univer- 
sity Medical School. 

New Drug Offered to Scientists by Ar- 


GENERAL NEWS NOTES 


mour: A rare drug, so costly that it can only 
be given away, not sold, has been offered to 
science in the hope that someone will find 
out what it does and whether it has any 
pharmaceutic value. The new material, a 
coenzyme known in laboratory shorthand as 
TPN and chemically as triphosphopyridinenu- 
cleotide, was one of a number of rare bio- 
chemicals described in a scientific exhibit 
shown to the American Association for the 
Advancement of Science at its meeting in 
Philadelphia by the research division of 
Armour and Company of Chicago. Estimates 
are that it would cost about $800 per gram, 
or $363,000 per pound, if a pound of it were 
in existence. TPN is extracted from liver by 
a complex process which yields only a few 
milligrams from a hundred pounds of raw 
material. Any competent scientist who has 
hopeful ideas about it may get some from 
Armour, while the supply lasts, in quanti- 
ties of 50 to 100 micrograms—1/20,000th to 
1/10,000th of a gram. 

Postgraduate Course in Diseases of the 
Chest: The Fifth Annual Postgraduate 
Course in Diseases of the Chest sponsored 
by the Council on Postgraduate Medical 
Education and the Pennsylvania Chapter of 
the American College of Chest Physicians 
and the Laennec Society of Philadelphia, will 
be presented at the Warwick Hotel, Phila- 
delphia, Pennsylvania, March 24-28, 1952. 
A program covering the entire field of heart 
and lung disease is being arranged. Dr. 
Chevalier L. Jackson, Philadelphia, Presi- 
dent of the American College of Chest 
Physicians, is chairman of the postgraduate 
course committee. Physicians interested in 
attending the course should communicate 
with the Executive Offices, American College 
of Chest Physicians, 112 East Chestnut 
Street, Chicago 11, Illinois. 

Chicago Medical Society Offers Award for 
Medical Care Plan: Offer of an award of 
$1,000 to the resident of Cook County sub- 
mitting the best plan for improving medical 
care has been announced by the Chicago 
Medical Society. The offer was authorized 
at a recent meeting of the Council of the 
Society and later approved by its board of 
trustees. The contest rules exclude from 
consideration plans involving government 
control of medicine, such as the federal ad- 
ministration’s so-called “National Health 
Insurance,” which physicians call “social- 
ized medicine.” The rules in detail may be 
obtained from the office of the Society at 86 
East Randolph Street, Chicago 1, Illinois. 





New 


Books 





The Healing. Touch. By Harley Williams, 
Springfield, Ill. Charles C Thomas, Pub- 
lisher, 1951. Pp. 370, with 8 illustrations. 

This nonscientific, nonfiction work is a 
compilation of five short books and is de- 
signed to be of interest to the lay and pro- 
fessional reader alike. 

The personalities upon which Williams 
focuses light, including: Sir William Knighton, 
Sir William Jenner and others, must be re- 
spected by the reader as paragons of what is 
a physician, though they are never glorified 
above the common man. 

One particularly outstanding personality 
portrait, which composes Book III, is cen- 
tered around the now almost sainted Florence 
Nightingale. Her pioneering achievements in 
behalf of the nursing professions—her humil- 
ity and honesty of soul, and her devotion to 
her calling have been recaptured to reveal her 
as a-conspicuous benefactor of the human 
race. 

The last book s an exposition of the humble 
beginnings of the Mayo Clinic in Rochester, 
Minnesota. To indicate more concerning this 
section of the book would be to deprive the 
reader of pure reading enjoyment. 

Only enough history and surrounding de- 
tail have been superimposed upon these por- 
traits to provide the reader with a more ac- 
curate understanding of the setting — the 
times and customs that necessarily influenced 
the personality under portrayal. 

This book is recommended and classed as 
a particular contribution to the nonfiction 
library, and to any who read it will be well 
worth while. 

M. T. 


Allgemeine und Spezielle Chirurgische 
Operationslehre. Edited by Rudolf Zenker. 
Berlin - Géttinger - Heidelberg: Springer-Ver- 
lag, 1951. 2d ed. 

The great strides made in surgery in the 
past decades justified and prompted this sec- 
ond edition of the classic work of the late 
Martin Kirschner, who was Director of the 
Surgical Clinic of the University of Heidel- 
berg. Professor Zenker, also a noted surgeon, 
points out that the great advances made with 
the development of studies on the antibiotics 
and bacterial statics, together with the de- 
velopment of modern anesthesia, has enabled 


the surgeon to gain a better perspective on 
the physiologic as well as the pathologic and 
anatomic of the living organism, with the 
result that clinical entities are seen in a 
sharper focus. This results in better technic 
and understanding of the problems involved, 
and in better discrimination as to the indica- 
tions for advanced surgical procedures. 

In the previous volume, which is an all- 
embracing and excellent work on surgery of 
the abdominal organs, Professor Zenker re- 
called from the literature such information as 
seemed best fitted to elucidate the text. In 
addition to the general principles of surgical 
procedures in the abdomen, many changes in 
gastric and duodenal surgery of the stomach 
were described on the basis of the patho- 
genesis of the morbid conditions existing. 

Furthermore, advancements in the surgical 
technic of removal of malignant tumors near 
the esophagus have been thoroughly eluci- 
dated. The advantages of the antibiotics in 
reducing the intestinal flora and the use of 
intestinal sondage brought about changes in 
the indications for intestinal surgery, as well 
as in its technic. Similarly, operations on 
parenchymatous organs, such as the pancreas, 
the liver, etc., were treated in the light of 
the present knowledge of the problems in- 
volved. The surgery of the spleen has re- 
ceived very careful attention by the hands of 
Professor Zenker. There is also a special 
chapter on painful surgical entities within 
the abdomen. 

Professor Zenker points out justifiably that, 
at the conclusion of the second World War 
he received much information as to what 
transpired during the years of conflict in 
other lands, and quotes freely from many 
famous surgeons. Many other sources of in- 
formation are acknowledged. 


The work is divided into nine sections. To 
analyze each one would take us too far afield. 
One can simply state, however, that it is a 
magnificent opus from the pen of an ex- 
perienced surgeon, a meticulous observer and 
an outstanding teacher. It is a joy to study 
the text. 

The illustrations are an inspiration; in 
Figure 3, for example, a semidiagrammatic 
representation of the bacterial flora of the 
entire gastrointestinal tract is presented. The 
text here, in evaluating the various anti- 
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biotics, is highly informative and illuminat- 
ing. Many of the illustrations that embel- 
lished the original Kirschner work are re- 
tained, and are augmented by additional, 
equally fine illustrations, artistically done 
and excellently reproduced. 

The various operative procedures within 
the abdomen are thoroughly presented, but 
neither time nor space permits detailed dis- 
cussion of any of them. 

It is this reviewer’s sincere hope that this 
excellent work will be translated into English. 
In its present form it is highly recommended 
to all who read German and to all surgeons 
who wish to keep abreast of the times with 
regard to surgical endeavor. 

The work contains an extensive, up-to-date 
bibliography as well as a comprehensive in- 
dex. A complete author’s index is also in- 
cluded. 

M. T. 


Chirurgie de L’Oesophage. By J. L. Lortat- 
Jacob, with the collaboration of P. Huet, J. 
Labayle, G. Peuteuil, H. Robert, and P. 
Brunet D’Aubiac. Paris: Editions Medicales 
Flammarion, 1951. Pp. 424, with 172 illustra- 
tions and a preface by Prof. F. D’Allaines. 

Surgery of the esophagus has advanced re- 
markably in the past two decades. The field 
of thoracic surgery, which like surgery of the 
peritoneal cavity, was once virtually a for- 
bidden area, has been conquered by recent 
advances in knowledge and technic. This, of 
course, is due to better understanding of the 
physiology of the thoracic organs, better 
evaluation of the patient as a whole, a thor- 
ough study of electrolyte balance combined 
with advanced methods of anesthesia, anti- 
biotics, and roentgen study, and modern nurs- 
ing care. These all contributed to the re- 
markable results now obtainable and a couple 
of decades ago believed to be impossible. 

The present work is divided into two parts. 
The first part deals with the anatomy and 
physiology of the esophagus and the second 
part with symptoms. Chapter 3 indicates ave- 
nues of approach to the esophagus. Chapter 
4 of the first section presents the technic of 
suture of the esophagus and methods of re- 
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establishing continuity. Chapter 5 deals with 
(a) anesthesia and (b) preoperative and 
postoperative care. 

Chapter 1 of the second main division of 
the work deals with tumors of the esophagus 
under the subheading “Malignant Tumors.” 
These tumors are further classified as carci- 
nomas and sarcomas. A discussion of benign 
tumors is included. Chapter 2 deals with di- 
verticula of the esophagus and describes out- 
pouchings occurring in the surgical -and 
thoracic portion of the esophagus. In Chap- 
ter 4 the author deals with dyskinesias of the 
esophagus. Here are described the functional 
mega-esophagus, spasm of the esophagus, and 
operative technics. Chapter 5 is a full dis- 
cussion of (a) strictures and (b) ulcerations 
of the esophagus. In this, the authors de- 
scribe primarily ulcer of the esophagus, and 
secondary ulcerations (Chapter 6). Trauma 
due to rupture, wounds, perforations, foreign 
bodies and fistulas of the esophagus are thor- 
oughly described in Chapter 7. The two con- 
cluding chapters deal with varices and some 
rare pathologic conditions of the esophagus. 
The authors describe dysphagia as a result 
of anomalies of the aortic arch, the Plummer- 
Vinson syndrome, scleroderma and _ esopha- 
gitis. 

The illustrations are pen drawings, dia- 
grammatic and well executed. They are the 
work of Mlle. Escoube. Figure 16 depicts the 
course of the vagus (Dragstaadt). 

The text is characterized by the absence of 
redundancy and padding. It is terse, thorough 
and instructive. The roentgen presentations 
are clear and elucidating. On pages 125 and 
126 an outline is presented of the instruments 
used in esophageal operations. The halftone 
illustrations are equally well executed. 

Those who are interested in surgery of the 
esophagus and understand French should by 
all means be in possession of this work. The 
authors describe a personal modification of 
the Haller method consisting of a longitudinal 
myomectomy, depicted and described on page 
293. 

A comprehensive bibliography concludes the 
work. 

Mar. 








Abstracts from Current Literature 





Post-Gastrectomy Syndromes. A Study in 
Applied Physiology. Wells, C., and Wel- 
bourn, R.: Brit. M. J. 1:546, 1951. 

The importance of understanding the nor- 
mal physiology of the stomach is emphasized, 
since these syndromes result from physiologic 
alterations in the alimentary processes. In 
pursuit of this tenet, normal physiology is 
discussed, including functions of the stomach 
as a reservoir, the secretion of hydrochloric 
acid, the secretion of pepsin, and the produc- 
tion of the intrinsic factor. 

Physiological Effects of Gastrectomy.—1. 
Rapid Emptying of the Gastric Remnant 
(Small- stomach sequelae) : Since the stomach 
is no longer able to perform as a reservoir, the 
gastric stump pours food into the jejunum; 
also, the reflux and humoral mechanisms from 
the duodenum, which normally control gastric 
emptying, are by-passed. Thus, when a large 
bulk of food enters the jejunum rapidly, it 
stimulates peristalsis and is rapidly passed 
down the small bowel, especially if it is food 
that forms hypertonic solutions. Normally 
such foods are held in the stomach until di- 
luted. This passage of hypertonic solutions 
direct into the jejunum, with consequent rapid 
intestinal passage, is of importance in the 
understanding of several postgastrectomy 
syndromes. 

2. Stasis and Reflux: The altered anatomic 
arrangements may cause interference with the 
rates and direction of flow of food and diges- 
tive juices, resulting in regurgitation or vom- 
iting of bile and/or food. 

3. Reduction of Acid Levels: This may in- 
terfere with the absorption of certain food 
substances, especially iron and vitamins, and 
bacteria that normally inhabit the colon grow 
freely all the way up the small intestine and 
in the gastric stump. 

4. Removal of Intrinsic Factor: Most of 
the area producing the intrinsic factor is 
removed. However, the small amount secreted 
by the fundus is usually adequate. 

These physiologic effects of operation re- 
sult in syndromes which are simplified by 
classification. Although in most postgastrec- 
tomized patients there is no disturbance, se- 
quelae do occur. Although the term “dump- 
ing syndrome” has been used, it is poorly 
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chosen, for many different mechanisms and 
distinct symptoms and time relations may be 
distinguished. The syndromes are thus di- 
vided into clinical groups, namely (1) early 
postprandial syndromes, (2) late postprandial 
syndromes, and (3) deficiency states. 

1. Early Postprandial syndromes — This 
group, in which the symptoms come on shortly 
after a meal, is to be distinguished from the 
hypoglycemic syndrome, which causes symp- 
toms after two or three hours, i.e., late post- 
prandial. The symptoms of this group can 
be produced by introducing rapidly into the 
jejunum a large volume of isotonic solution 
or a smaller volume of hypertonic solution. It 
has been shown that hypertonic dextrose stim- 
ulates active contraction and peristalsis in 
the jejunum while the symptoms are present. 
It is therefore assumed that it is the in- 
creased tension in the jejunum rather than 
distention (which has not been demonstrated ) 
that is the adequate stimulus for the pro- 
duction of symptoms. 

The following varieties may be observed: a. 
The Efferent Loop Dumping Syndrome, which 
is the commonest and most important. Its 
symptoms include a feeling of epigastric ful- 
ness shortly after the end of a meal, a desire 
to sleep, and less commonly sweating, palpita- 
tion, nausea, giddiness and fatigue. In the 
severe cases there may be violent peristalsis 
with borborygmi and colic. The symptoms 
may last for one to two hours, ending in an 
attack of watery diarrhea. The essential fea- 
ture is the rapid entry of a large bulk of 
food into the jejunum. Heightened bowel 
activity, not bowel distention, is the important 
factor. After gastrectomy the patient must 
take small meals at frequent intervals and 
chew his food well. Subsequently larger meals 
may be taken until finally a normal meal can 
be given. In cases in which the syndromes do 
develop certain drugs that reduce bowel ac- 
tivity may be tried, such as atropine or hex- 
amethonium bromide. 

b. Postprandial Diarrhea: In this uncom- 
mon syndrome diarrhea occurs within fifteen 
to twenty minutes after a meal, and in some 
cases food just eaten appears in the stool. 
The diarrhea tends to appear in episodes, 
with exacerbations and remissions, and the 
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tendency is toward clearing up completely. 
It is suggested that this diarrhea is an ex- 
aggerated form of the intestinal hurry simi- 
lar to that resulting from the rapid empty- 
ing of the gastric stump into the jejunum. 

ce. Afferent Loop Stasis .and Bilious Re- 
gurgitation: These phenomena are probably 
caused by bile and pancreatic juice accumu- 
lating in the afferent jejunal loop owing to 
a slight kink at the lesser curvature. This 
syndrome is characterized by regurgitation 
or vomiting of bile, with no food content, and 
occurs ten to forty-five minutes after eating. 
Reassurance that nothing serious is wrong, 
together with the avoidance of troublesome 
foods (especially fats), is usually all that 
is necessary. Operation for persistence of 
symptoms is occasionally necessary and in- 
volves the performance of a jejunoplasty be- 
tween the jejunal loops immediately adjacent 
to the stoma. 

d. Afferent Loop Reflux: This syndrome is 
caused by the passage of food into the af- 
ferent jejunal loop and is characterized by 
the vomiting of food mixed with bile shortly 
after a meal. When symptoms are trouble- 
some, enteroanastomosis or jejunoplasty 
should give relief. 

e. Gastric Distention: In some patients 
there is fulness and nausea after meals. 
Barium meal studies have shown gastric dis- 
tention, a small stoma and slow emptying of 
the stump. If small, well-chewed semisolid 
meals do not bring relief it is necessary to 
enlarge the stoma. 

2. Late Postprandial Syndromes.—Hypo- 
glycemic Syndrome: A consequence of rapid 
emptying of the stomach is that dextrose, 
which is absorbed from the jejunum, reaches 
the blood stream much more rapidly than is 
normal, and hyperglycemia may occur before 
enough insulin can be mobilized to bring about 
its storage in the liver. On the other hand, 
it may stimulate overproduction of insulin, 
so that the blood sugar falls rapidly to hypo- 
glycemic levels. This hypoglycemic phase may 
be accompanied by symptoms, which occur 
two to three hours after a meal (i.e., late 
postprandial). 

3. Deficiency Syndromes. a. Loss of 
Weight: The two important factors are (1) 
a diminished caloric intake and (2) impaired 
digestion and absorption of food. It is sug- 
gested that the patient take 6 fat-containing 
meals daily. Hexamethonium bromide seems 
worthy of further trial in patients with 
steatorrhea. 
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b. Iron Deficiency Anemia: Hypochromic 
microcytic anemia is not uncommon. Its pres- 
ence is attributed to the fact that normally 
iron salts are absorbed chiefly from the upper 
part of the small intestine after being dis- 
solved and dissociated by hydrochloric acid 
in the stomach, a pH of 5 or less being neces- 
sary for dissociation. In gastrectomized pa- 
tients, however, a pH of less than 6 is rarely 
found. The anemia responds readily to iron 
by mouth. In the rare cases in which it does 
not respond, intravenous iron is effective. 

ce. Macrocytic Anemia: Pernicious anemia, 
once regarded as a real danger, is actually 
a rare complication. A warning is issued that 
no patient be given liver or vitamin B12 
until a full hematologic investigation has been 
done. 

d. Vitamin B Deficiencies: This has oc- 
curred in about 10 per cent of the patients 
and is attributed to achlorhydria, with in- 
testinal hurry probably a contributing factor. 
In addition to vitamin B deficiencies, aribo- 
flavinosis, incipient peripheral neuritis and 
other deficiency states occur, though rarely. 

In summary, postgastrectomy syndromes 


may well be divided into the early post- 
prandial, with its various clinical types; the 
late postprandial, 


comprising the hypogly- 
cemic syndrome, and the deficiency states. 
RAYMOND GREEN, M.D. 


Treatment of Female Urethral Diverticula. 
Carson, R. B., and Wells, D. W.: South, M. 
J. 44:285, 1951. 

Diverticula of the female urethra are en- 
countered frequently if carefully sought for. 

The symptoms are varied and includes symp- 
toms of urinary infection with local signs of a 
vaginal mass, purulent or bloody urethral dis- 
charge, perineal pain and dyspareunia. 

The diagnosis is made by palpation of the 
diverticulum through the vagina and visualiza- 
tion of the ostrim in the urethra by endoscopic 
study. The diverticulum may be catheterized 
and visualized by rentgenogram after injec- 
tion of opaque material. 

The treatment of choice is surgical excision 
of the diverticulum. The vaginal approach is 
described and transverse closure of the ure- 
thral ostia is recommended. Drainage by 
suprapubic cystostomy is preferred to obviate 
the need for a urethral catheter with its pos- 
sible interference with urethral healing. 

JACK HYMAN, M.D. 
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Effect of Locally Applied Cortisone Acetate 
on Survival of Skin Homografts in Rabbits. 
Billingham, R. E.; Krohn, P. L., and Med- 
war, P. B.: Brit. M. J. 2:1049-1053 (Nov. 
3), 1951. — . 

The authors have studied the effect of local 
applications of cortisone acetate upon the sur- 
vival time of homotransplants (skin grafts in 
rabbits). 

It was demonstrated that systemically ad- 
ministered cortisone had previously doubled 
the survival time of such cutaneous homo- 
transplants. In the experiments reported in 
this paper, much smaller doses of cortisone 
were used as local applications. Surprisingly, 
the local application of cortisone required 
much smaller doses to produce the same effect 
as did systemic administration of the drug. 

The principal action of cortisone is its effect 
in retarding the development of immunity 
toward the homograft. If the cortisone was 
used locally in a homograft after the rabbit 
had been immunized an earlier grafting from 
the same donor, it was ineffective. 

If cortisone is to be used in local applica- 
tion to homografts, it must be applied to all 
the homografts transplanted to any one 


patient. 
M. O. CANTOR, M.D. 


The Stein-Leventhal Syndrome. Vara P., and 
Niemineva, K., Ann. Chir. et Gynec. 
Fenniae 40:23, 1951. 

In 1935 Stein and Leventhal described a 
clinical triad consisting of amenorrhea or 
oligomenorrhea, sterility and bilateral small 
cystic ovarian degeneration. They regarded 
this as a distinct syndrome in which the 
ovarian disturbance seemed to be the cause 
of childlessness. The fundamental ovarian 
lesion was a markedly thickened sclerotic 
tunica albuginea which mechanically pre- 
vented ovulation and was thus held responsi- 
ble for the menstrual disorders and for ster- 
ility. Although Stein and Leventhal con- 
sidered this disease to be the result of an 
endocrine disorder, they were unable to elab- 
orate on this theme. 

Vara and Niemineva, as well as others who 
have more recently studied this problem, are 
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inclined to believe that an impeded ovarian 
blood supply is more than likely to be the 
prime etiologic factor. In support of this 
statement they point out that most of the 
patients recover promptly after this thick- 
ened ovarian capsule has been surgically 
ablated. 

Retrodisplacement of the uterus having 
been noted in each of their 6 reported cases, 
the authors felt justified in considering it a 
contributing factor to the ovarian congestion 
which presumably inaugurated the circulatory 
interference, favoring collagen infiltration, 
thickening of the tunica albuginea, and small 
cystic degeneration. 

Stein and others treated this condition by 
means of bilateral wedge resection. In a series 
of 75 cases from the Michael Reese Hospital 
in Chicago they reported postoperative men- 
strual regularity in 67 cases, and 26 of 40 
married women became pregnant. 

Vara and Niemineva express the opinion 
that correction of uterine retroversion is im- 
portant and should complement the ovarian 
reconstructive surgical procedure. In the 
presence of dysmenorrhea, the inclusion of 
presacral neurectomy is not contraindicated. 

THOMAS WILENSKY, M.D. 


A Histological Study of the Effect of Corti- 
sone on Wounds Healing per Primam. 
Cole, J.; Orbison, J. L.; Holden, W. D.; 

Hancock, T. J., and Lindsay, J. F., Surg., 
Gynec. & Obst. 93:321, 1951. 
Experimental wounds were produced in a 

group of control dogs and in a group of dogs 

given 2 mg. of cortisone per kilogram of body 
weight. Three hundred microscopic sections 
of the biopsy specimens removed from both 
the control and the cortisone-treated animals 
were subjected to careful histologic examina- 
tion by the authors in the Department of Sur- 
gery and pathology at Western Reserve 

University School of Medicine. Under the 

conditions of this experiment, microscopic 

comparison of biopsy specimens from experi- 
mental linear aseptic wounds in the two 
groups revealed no difference in the rate or 
quality of healing as determined by histologic 
examination. 

H. J. ROSEVEAR, M.D. 








In Memoriam 


ABRAHAM SHORR 
M.D., F.I.C.S. 

Dr. Abraham Shorr, of Brooklyn, New 
York, died recently at the age of 59. A grad- 
uate of the New York Medical College, Dr. 
Shorr served his internship at the Central 
Neurological Hospital in New York City and 
his hospital residences at the Beth-Israel Hos- 
pital in Newark, New Jersey, and the Broad 
Street Hospital in New York City. He under- 
took postgraduate studies at the Polyclinic 
Hospital and the Good Samaritan Hospital, 
both in New York City. Dr. Shorr was affili- 
ated with the Beth-Israel Hospital, New York, 
the Beth-El Hospital, Brooklyn, and the 
Brooklyn Hebrew Home and Hospital for the 
Aged as attending otolaryngologist; with the 
Unity Hospital, Brooklyn, as attending bron- 
choscopist, and with the Gouverneur Hospital, 
New York, as associate otolaryngologist. His 
surgical specialties were otolaryngology and 
endoscopy. 

Dr. Shorr was a member of the American 
Medical Association, the East New York 
Medical Society, the Kings County Medical 
Society (Section of Otolaryngology) and the 
American Board of Otolaryngology, and held 
fellowships in the American Academy of 
Ophthalmology and the International College 
of Surgeons. 


i 
TALLY JOHN ECHERER 
M.D., F.A.M.S., A.I.C.S. 


Dr. Tally John Echerer of Berwyn, Illinois, 
recently passed away at the age of 56, having 
been ill with a heart condition for several 
years. 

Dr. Echerer received his medical degree 
from Loyola University in Chicago in 1916, 
and did postgraduate work at the Illinois Post 
Graduate School in Chicago. He served his 
medical internship at the West Side Hospital 
in Chicago and the Illinois Post Graduate 
School. During the first World War he served 
in the Army Medical Corps. 

After leaving the Army, Dr. Echerer served 
as surgical assistant to Dr. A. P. Heineck for 
twelve years. Dr. Echerer devoted his medical 


practice to general surgery. He served on the 
attending surgical staff at the Frances Willard 
Hospital in Chicago for six years. At the time 
of his death he was on the senior surgical 
staff at Loretto Hospital in Chicago. 

Dr. Echerer was a member of the American 
Medical Association, the Chicago Medical 
Society, the Illinois State and Cook County 
Medical Societies, the Bohemian Medical 
Society and the International College of 
Surgeons. 


ANGELO LUIGI SORESI 
M.D., F.I.C.S. 

Dr. Angelo L. Soresi of Stamford, Con- 
necticut, internationally noted surgeon and 
author of a long list of scientific publica- 
tions, died on Dec. 11, 1951, in the Green- 
point Hospital, Brooklyn, of which he was a 
member of the consulting staff. Dr. Soresi, 
who was born in Piacenza, Italy, was 70 
years old. He studied medicine at the uni- 
versities of Rome and Naples, served his in- 
ternship in Genoa and in a military hospi- 
tal, and took postgraduate work in several 
foreign clinics. He began the practice of 
medicine in the United States in 1906. Dur- 
ing the first World War he served for four 
years with the Italian Army as chief surgeon 
in a military hospital. Returning to the 
United States, he was appointed in 1912 
Professor of Experimental Physiology and 
Surgery at Woman’s Medical College, giving 
special postgraduate courses in surgery. He 
was also at one time Professor of Principles 
of Surgery at New York Medical College and 
Flower Fifth Avenue Hospital. He was 
formerly Director of the International Medi- 
cal Center. 

Dr. Soresi held memberships in the French 
Surgical Society, the Italian Orthopedic So- 
ciety, the French Orthopedic Society, the 
American Medical Association, and the So- 
ciety for Advancement of Clinical Study. 
He was a Fellow in Surgery of the New York 
Academy of Medicine and a Fellow of the 
International College of Surgeons. He was 
an honorary member of the International 
College of Anesthetists. 
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DELMAR FOSTER BICE 
M.D., F.A.C.S., F.I.C.S. 

Dr. Delmar F. Bice of Yakima, Washing- 
ton, died of a cardiac ‘ailment on May 23, 
1951, at the age of 68. He was born in 
Walker, Iowa. He graduated from Cornell 
Academy and took three years’ work at Cor- 
nell College. His degree in medicine was 
conferred by Northwestern University Medi- 
cal School in 1912. He served his internship 
at St. Mary’s Hospital .in Pueblo, Colorado. 
In 1913 and 1918 he took postgraduate 
courses at Northwestern University clinics, 
and in 1917 at the Mayo Clinic. 

Dr. Bice was a member of the staff of 
St. Elizabeth’s Hospital in Yakima from 
1914 to 1946, and was a past president of 
the staff. His work was in general surgery 
and obstetrics. He retired from active prac- 
tice because of ill health in 1946. 

Dr. Bice was a past president of the 
Yakima County Medical Society and of the 
Washington State Medical Association; he 
was a member of the American Medical As- 
sociation and a Fellow of the American Col- 
lege of Surgeons and of the International 
College of Surgeons. 


RAPHAEL POMERANZ 
M.D., F.A.C.R., F.I.C.S. 

Dr. Raphael Pomeranz of Newark, New 
Jersey, died on Aug. 20, 1951, at the age of 
56. He was born in Bilicz, Poland. He re- 
ceived his medical degree from the Medical 
Faculty of the University of Vienna, Austria, 
in 1922, and served internships in the Gen- 
eral Hospital, University of Vienna, in 1921, 
and in Newark City Hospital in 1924. His 
residency was at the X-ray Institute, Uni- 
versity of Vienna, in 1922 and 1923. 
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Dr. Pomeranz specialized in roentgenol- 
ogy. He was attending roentgenologist at 
the Crippled Children’s Hospital, assistant 
roentgenologist at the Newark City Hospital, 
and associate roentgenologist at the N.B.I. 
Hospital in Newark. During the war he was 
chief of roentgenology at Winter General 
Hospital and later at Birmingham General 
Hospital. 

Dr. Pomeranz was a diplomate of the 
American Board of Radiology. He was a 
member of the American Medical Associa- 
tion, the Radiological Society of New Jersey, 
the Radiological Society of North American, 
and the American College of Radiology. He 
was a Fellow of the International College 
of Surgeons. 


JOHN HUGH MARSHALL 
M.D., F.A.C.S., F.I.C.S. 


Dr. John Hugh Marshall of Findlay, Ohio, 
met his death in a train wreck in Wyoming 
on Nov. 12, 1951. Dr. Marshall was born in 
Findlay in 1900. After two years of pre- 
medical education at the University of 
Michigan, he studied medicine at the Uni- 
versity of Louisville Medical School, receiv- 
ing his degree in 1925. He served his in- 
ternship at St. John’s Hospital in Cleveland 
and took postgraduate courses at New York 
Postgraduate Hospital, Columbia University, 
Harvard Postgraduate Medical School, and 
the University of Vienna. He served for 
five years in the United States Army during 
the war, for thirty-two months of which he 
Was overseas as personal surgeon to Gen- 
eral MacArthur. He was a member of the 
surgical staff of the Findlay Hospital and 
for three years was Chief of Staff. 

Dr. Marshall was a member of the Amer- 
ican Medical Association and a Fellow of the 
American College of Surgeons and the In- 
ternational College of Surgeons. 








